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The injection of drugs into the nerves for the 
purpose of relieving neuralgia or producing anes- 
thesia is not new, for, according to Braun, Rynd 
(1843) and Wood (1853) had injected nerves with 
morphine with the definite purpose of relieving 
neuralgia. At first it was thought that morphine 
acted as a curative agent, but later it was deter- 
mined that it acted only as a palliative (Hiltbrun- 
ner). After this followed Eulenberg with the in- 
jection of heroin. Other opium derivatives, as co- 
dein, narcein, etc., were used, but likewise gave 
only palliative results. Atropin was next used 
(Bell, Behier, Courty, Hunter, v. Oppolzer, etc.). 
It seemed to have a healing action. This Edinger 
attributed to its action on the blood-vessels. 

Hyoscyamine (Eulenburg), strychnine (Platzer, 
Sarzyn), aconite (Lorenz, Gubler), thein (Mays), 
curare (Oetreni), colchicin (Hiltbrunner), ergolin 
(Salomone-Marius), were all used in turn and 
again given up. 

Luton (1863) was the first to introduce a ther- 
apy which aimed at the destruction of the nerve 
substance and its substitution by connective tissue. 
He used sodium chloride and later zinc chloride 
(a few drops of a 30 per cent sol.). Later Kreu- 
ser injected silver nitrate. Tinct. cantharides was 
also injected, (Vedal, Marcel and Lermoyez, etc.) 
and choloroform (Hunter, Barthololow, Wier, 
Mitchell, etc.). 

Later Neubner recommended the injection of 
osmic acid which had many advocates. After the 
unsuccessful results of these injections became 
common, the method of Thiersch came into favor. 
By this method an incision is made over the side 
of the neuralgic nerve; the nerve is next found 
and after being isolated is twisted and gradually 
extracted under continuous traction and twisting. 
This also proved unsuccessful, as only about one- 
third (Braun) of the cases remained permanently 
free of pain. 


Angerer in 12 cases had 3 recurrences, Krause 
in 79 cases only 14 per cent, with no recurrence. 
To remedy this Hammerschlag recommended that 
after the neurexarcese the nerve elements should 
be removed with a small currette, and then 
an injection of 3 per cent osmic acid should be 
made and the canal should be filled with paraffin 
(1 per cent). This method also did not give per- 
fect satisfaction, so that the next advance was then 
the resection of the nerve at the foramen rotun- 
dum, and finally as there still occurred a consider- 
able proportion of residues, the ganglion was itself 
resected by Krause (1893), Hartley (1891?). 

Owing to the mortality and the difficulty of this 
operation, it did not become universally popular and 
was restricted to the hands of a few specially 
skilled men. 

To avoid this danger associated with a ganglion 
resection, many attempts were made to obtain the 
desired results by other means, and as early as 1894 
we find Schleich recommending his method of ap- 
proach for anesthesia, as also the best method of 
approach for the treatment of neuralgia; but be- 
cause of the difficulty of its application it was but 
little used. 

Then Lange in 1904 introduced a method, the 
chief principle of which was the introduction under 
pressure of great quantities of salt solution (70- 
150 cc.) into the nerve. Oxygen was also intro- 
duced into the nerve by Maesalongo and Danio, 
and was used with good results by Marie, v. Strum- 
pell, etc., in the treatment of sciatica. However, 
for self-apparent reasons, because of location, etc., 
none of these methods could be used in the treat- 
ment of trigeminus neuralgia. 

However, all of these methods were failures, 
more or less, so that when Schlosser (1907) intro- 
duced alcohol as a medium for injection in trige- 
minus and other neuralgias, he received universal 
thanks. Schlosser by his method approached the 
nerves close to their exit from the base of the skull. 
For this purpose he gave rules which will be de- 
fined further on in the body of this paper. How- 
ever, in using alcohol injections, one must only use 
them for sensory nerves, as the alcohol has the 
same degenerative effect on motor as it has on 
sensory fibres. Because of this destructive action, 
paralysis with consequent lameness has followed its 
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injection into the sciatica nerve (which is both 
motor and sensory). 

Offerhaus from the injection of the 5th nerve 
stems for neuralgia, hit upon the idea that a similar 
method of injection of the 5th nerve with an anes- 
thetizing solution could be used for producing 
local anesthesia of the regions of the face in order 
that operations might be carried on. 

Braun, on the other hand, following in the path 
of the early investigators, was the first to inject 
the branches of the 5th nerve in order to produce 
anesthesia, and only later used his technic for the 
treatment of trigeminal neuralgia. 

However, it was left to Krause to be the first to 
anesthetise the Gasserian ganglion. This he did 
after he had laid bare the ganglion, the preliminary 


Fig. 1.—-Lateral puncture of the Maxillary Nerve in the Ptery- 
gopolatine Fossa—according to Matas. . 


steps being carried on under infiltration anesthesia, 
which he progressively produced at different stages 
of the operation. After laying free the ganglion 
and anesthetizing it, he did a gasserectomy. The 
patient previously had had an injection of 0.0005 
Scopolamin and 0.02 Pantopon and successive in- 
jections of novocaine. No pain was complained of 
during the operation, and after the operation was 
finished, the patient could not recall that he had 
suffered any pain. 

Shortly after Krause reported this case, Hartel 
reported his method for directly anesthetizing the 
Gasserian ganglion. The advantages of the 
method of Hartel are as follows, namely that: 

1. Only one injection is required to anesthetize 
the entire distribution area of the trigeminus. By 
the branch method of anesthetizing many separate 


insertions of the needle must be done before the 
operative field is rendered insensitive. 

2. Less quantity of anesthetic is required, only 
one-half ccm. of 2 per cent sol. of Novocaine being 
required to anesthetize the entire trigeminus area. 

3. Opens up a wide operative field for the im- 
portant operations on the base of the skull, and 
hypophysis, etc., may be performed. 

4. The anesthesia occurs immediately after the 
injection, and one does not have to wait, as is nec- 
essary in infiltration anesthesia, for its incidence. 

5. No infiltration anesthesia of the different re- 
gions is necessary, as is necessary in the conductive 
anesthesia of the different nerve stems. 

In the production of these different methods of 
anesthesia it is well to follow the suggestion of 
Braun that a skull be placed nearby, on which the 
direction of the needle to the foramen be marked 
by a sound. 

To avoid the post-injection disturbances and the 
pernicious influences which so great an operation 


Fig. 2.—Shows the method of puncturing the Gasserian ganglion 
as introduced by Ostwalt (by Braun). 
as resection of the upper jaw may make on a sensi- 
tive and nervous patient, it is well to give a prior 
injection of morphine 0.015 and scopolamin 
0.0025 gm. This is given one-half to one hour 
previous. 

The work of Hartel was done in the Bier Clinic 
of Berlin, and the patients were all treated in this 
clinic. I have seen many of these cases and have 
wondered at the perfect anesthesia which has been 
produced ; however, the method is not without dan- 
ger, for in one case death through meningitis has 
followed, as a result of its use. In this case the 
tablets employed were not aseptic. Prior to the 
development of a special technic by Hartel it was 
not possible to reach the Gasserian ganglion by the 
anesthetizing agent. As a consequence the anes- 
thetizing solution only came into contact with the 
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trigeminal. branches, especially as they emerged 
from the ganglion. 

Before Hartel introduced his technic the method 
of approach to the Gasserian ganglion was through 
the supra temporalis fossa. They were as fol- 
lows: 

I. The method of Matas (1900), who introduced 
the needle on the under border of the zygoma, im- 
mediately back of the posterior angle and along the 
posterior border of the superior maxilla into the 
pterygo-palatina fossa. This needle after it pene- 
trates the skin is pushed inward and upwards 
and passes through the masseter and impinges on 
the tuber maxilla, and at the same time continu- 
ously keeps in touch with the bone. The needle 
is now pushed along the upper surface. If its 
progress is hindered, the needle may be removed 
and reinserted 1 cm. further posterior. On gently 
trying to force the needle onwards, it may suddenly 


Fig. 3.—Transverse route to the Inf. maxillary branch of the 
trigeminus according to Braun. The needle which is introduced 
immediately beneath the middle of the zygomatic arch—comes into 
contact with the resistance of the Proc. pterygoideus, and keeping 
in touch with it finally passes through the Foramen ovale. 


enter the pterygo-palatine fossa and at the same 
moment the patient complains of radiating pain in 
the face. This is at a depth of from 4 to 6 cm., 
5 ccm. of 1 per cent Novocain-suprarenalin solution 
is now injected, always constantly drawing the 
needle forward and backwards, and the needle is 
immediately withdrawn; but on withdrawing it a 
further injection of 5 ccm. of the sol. is made back 
of the zygoma in order to restrict the bleeding from 
the branches of the maxillary artery. The anes- 
thesia occurs immediately after the injection. 
The method of Matas (1900) was further devel- 
oped by Schloesser. He injected 123 cases of neu- 
ralgia, of which all except 7 were cured for periods 
of 10 months or longer. Peuckert used the same 
route for anesthesia of the second branch. The 


needle was introduced at the anterior border of the 
masseter muscle, high up through the mucous mem- 
brane of the mouth, under guidance of the finger, 
to the pterygoid process of the sphenoid. The tip 
will then be but a few centimeters in front of the 
Foramen ovale. 

Killiani treated by this method 190 cases with 
only 5 failures. However, because of the space be- 
tween the upper jaw and the coronoid is in many 
skulls too narrow to permit the introduction of the 
finger, the method is not always applicable, and for 
this reason has not come into general use. 

Ostwald’s method * as well as Schlosser’s was 
used for the treatment of neuralgia. In this 
method the needle is introduced posterior to the 
wisdom tooth, through the external pterygoid mus- 
cle, and is advanced until it reaches the Lamina ex- 
terna of the pterygoid process. The needle which 
Schlosser used is curved near its base to a right 
angle. It is pushed through the mucous membrane 
along the maxillary tuberosity to the infratemporal 
surface, where it meets the Foramen ovale.* When 


on he and position of the skin wheal for the injection of 
and the tuberosity of the superior maxilla. 
the needle has been properly introduced the patient 
has immediately after the injection a feeling of 
creeping or a sensation of numbness in the part. 
3. The method of Offerhaus is only a modifica- 
tion of that of Ostwald. In it he enters from a 
point above, in some cases from a point below the 
middle of the zygoma, in front of the inferior max- 
illary joint, and introduces the canula at first at an 
angle of 90° into the fossa pterygoidea, then it is 
brought out to the subcutaneous tissue and is rein- 
serted at a greater angle, thus gradually working 
the point of the needle backwards. It finally passes 
into the Foramen ovale, when the patient immedi- 
ately complains of radiating pain in the lower teeth. 
The needle is introduced to a depth of not more 


* Ostwald had 4 failures in 45 cases. 
* The injection of 1-2 ccm. cocain or stovain-alcohol is now made, 
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than.4.5 to 5 ccm. This method is not absolutely 
sure and offers many failures (Braun). 

4. The transverse route according to Braun. 
Here the needle is introduced below the zygomatic 
arch, immediately posterior to its lower angle, in a 
transverse direction, keeping the needle always in 
contact with the maxillary process until it reaches 
the base of the skull. In this method, as soon as 
the nerve is reached, the patient complains of radi- 
ating pain in the upper teeth. This method, with 
some modification, has been used by different oper- 
ators (Fig. 3). This is the same route as was fol- 
lowed by Patrick of Chicago, who gives credit to 
Levy and Bandonin of Paris.* 

The above methods for the puncture and infil- 
tration of the maxillary nerve, because of the vari- 
ations in the size and shapes of the adjacent struc- 
tures, were difficult of application. However, to 
thoroughly anesthetize the maxillary nerve it must 
be encountered shortly after its exit from the skull 
or in the foramen rotundum, and in most cases this 
is extremely difficult. 

5. The orbital route first proposed by Payr for 
the purpose of infiltrating the maxillary nerve of- 
fers more possibility (89 per cent) of entering the 
foramen rotundum than does the transverse route 
of Matas (33 per cent) (Hartel). 

In making this infiltration according to Payr: 

(1) A distance of 4% to 5% cm., according to 
the size of the skull, is indicated on the canula by 
the movable clasp. 

(2) A preliminary anesthesia wheal immedi- 
ately below the zygomatic arch and somewhat pos- 
terior to the zygomatic-maxillary suture, is made. 

(3) Introduce the canula along the tuber maxil- 
lare upwards, posteriorly, and inwards. If the 
tuberosity is exceedingly prominent, one chooses a 
point somewhat further posteriorly (Fig. 24, 
Hartel). 

(4) Push the canula to the posterior wall of the 
entrance to the fossa, and after having passed this 
point, then push it 1 cm. further. 

The method of Hartel is based on the method 
used by Schlosser for the 3rd branch, which was 
as follows: 

The needle is introduced into the cheek in the 
region of the 2nd upper molar tooth. Carefully 
avoid a perforation of the mucous membrane by 
using the index finger of the left hand introduced 
into the mouth to guide the needle which passes 


* Patrick’s technic for super. eantioey injection from which ap- 
peeene he has had good results, as follows: (1) The point of en- 

ance is at lower border of zygoma .05 cm. behind a perpendicular 
let fall from_the posterior edge of the orbital process of the malar 
bone. (2) The needle is pushed straight in—the inclination is 
slightly upward—but in a plane perpendicular to the sagittal plane 
of the face. (Figs. 3, 4, 5. Patrick, 1912, p. 157.) 


directly between the ascending branch of the lower 
maxilla and the tuberosity of the upper maxilla, to 
the infratemporal surface, where, after it has 
reached the 3rd branch, it is introduced into the 
skull through the foramen ovale (Fig. 5, 6). In 
order to avoid mistakes it is most necessary to 
follow the rule of Hartel for the direction of nee- 
dle. In the rule as formulated by him, if the skull 
is viewed from in front, the needle points to the 
pupil of the eye of the same side. On lateral view 
the needle points to the articular process of the 
zygomatic arch. 

Of all the various authors (Offerhaus, Ostwald, 
Wright) who described methods by which the gas- 
serian ganglion might be reached, only one, that 


Fig. 5.—Shows the interior of base of the skull with the canula 
introduced through the Foramen ovale. 


of Offerhaus, offered any great possibility of suc- 
cessful application. 

Offerhaus published a definite rule for the locali- 
zation of the 3rd branch ard gave definite meas- 
urements which were to be applied for the locali- 
zation and the injection of the trigeminus, and de- 
vised a special apparatus to indicate the direction 
in which the needle should be inserted. Hartel, on 
the contrary, has formulated only a few simple 
rules and prefers to work unhindered by apparatus. 

Braun was a follower of the method of calculat- 
ing the depth of the foramen rotundum and ovale 
as given by Offerhaus; but in his recent book on 
local anesthesia, he gives the preference to Har- 
tel’s method as being the best for the injection of 
the gasserian ganglion. 


* Offerhaus’ rule was that if one takes one-half of the difference 

een the intradental distance and the intrazygomatic distance 

at = point of, he has depth of the foramen rotundum from the 
surface. 
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The route of Matas was also used at one time, 
with much success, to reach the 2nd branch of the 
trigeminus, but because of variations in the width 
of the lamina externa, is, according to Hartel, not 
as reliable as is the route described by Schlosser. 

However, all the above routes were devised pri- 
marily for the injection and anesthetization of the 
branches of the fifth nerve and were not devised 
for the purpose of penetration and anesthetization 
of the gasserian ganglion. Hartel was one of the 
first to recognize the advantages of gasserian anes- 
thesia, since by it the prior infiltration which was 
formerly used was entirely avoided and the fol- 
lowing operation was easier and cleaner. After 
being convinced of the practicability of this method 
of anesthesia, Hartel set out to find the most avail- 
able route. As a priori he found that the easiest 
point of entrance to the gasserian ganglion was 
through the foramen ovale. 

This he found to be of different forms and 
shapes. It varies from a small longitudinal slit to 
a circular, a transverse oval, or in some cases a 
biscuit or kidney shaped aperture. The length va- 
ries between 5 to 11 mm. (on an average of 6.9 


Fig. 6 and Fig. 7.—Show the direction which the canula must 
have in order to enter the Foramen ovale and puncture the Gas- 
serian ganglion. Fig. 6 shows the direction as observed from in 
front. Fig. 7 shows the direction as observed from the side. 
mm.), and the width between 2 to 7 mm. (with an 
average of 3.7 mm.). 

Hartel finds that a width of less than 3 mm. al- 
ways causes a difficult puncture. This width was 
present in 8 per cent of all the skulls (116) exam- 
ined. 

Hartel next considered the best means of reach- 
ing the foramen ovale. He discarded the routes 
of Ostwalt and of Offerhaus because of the impos- 
sibility of obtaining asepsis and finally because of 
the lack of a proper route he devised one of his 
own. 

In Hartel’s route (modeled after Braun), the 
needle is entered on the cheek opposite the 2nd up- 
Per molar tooth, and after passing through the 
skin is gradually pushed backward, constantly be- 
ing guided by a finger which has been introduced 


into the mouth and which feels the needle directly 
beneath the mucous membrane of the mouth, and 
takes care that it does not perforate it. Perfora- 
tion is prevented by a curved movement of the 
needle around the buccinator muscle. The needle 
in its forward progress passes therefore between 
the buccinator muscle (medially) on one side and 
the masseter, the lower jaw intérnal, the processus 
coronoideus and temporal muscle on the other side. 
In its further progress it passes between the 
ascending branch of the lower jaw and the tuber 
maxilla, always keeping lateral ‘to the lamina 
externa, and in contact with the smooth, hard 
under-surface of the sphenoid bone. . In its prog- 
ress, the point of the needle describes a curve con- 
vex towards the outer side (Fig. 9). 

If one does not reach the foramen ovale on the 
first attempt, one must try again in a slightly dif- 
ferent direction and at a different point of entry. 
The direction of the needle varies according to the 
height of the alveolar process of the superior max- 
ill (Figs. 12 and 13, Hartel). 

If the needle be introduced in this manner, one 
may avoid injuries of the structures adjoining the 
cavum meckeli, such as the internal carotid, the 
superior petrosal sinus and the brain. In every 
case one must remember that the foramen ovale is 
a canal of about 1 cm. in length and that one must 
not penetrate it too deeply (not more than 14 mm.), 
for in that case there is danger of passing entirely 
through the ganglion and of puncturing the cys- 
terna of the posterior fossa of the skull. If this 
should happen it is only necessary to slightly draw 
back the needle and then to slowly inject the 
solution. 

During the progress of the needle to the foramen 
ovale it passes through the skin, the subcutaneous 
tissue, the so-called Bichat fat body, and then after 
passing between the buccinator and the masseter, 
the lower jaw and temporal muscle, it transverses 
the infratemporal fossa which is filled with the 
external pterygoid muscle until it reaches the in- 
fratemporal surface. 

In passing through the pterygoid fossa there is 
some danger of wounding the internal maxillary 
artery. However, by the use of small needles and 
careful technic, this danger may (if the artery pur- 
sues its normal course) be avoided. As a rule, 
following the injection, there is no hemorrhage or 
at most only a slight discoloration of the skin. In 
the progress of the needle through the pterygoid 
fossa there is also considerable danger of injuring 
the eustachian tube. However, if the canula 
should penetrate this structure the patient complains 
of pain in the ear, and we find an unexpected re- 
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sistance to the onward progress of the canula from 
its coming into contact with the petrous portion of 
the temporal or with the base of the occipital bone. 
Also, the solution, on injection, is found to run into 
the pharynx. The best way to avoid this accident 
is insert the needle with a sufficiently oblique 
slant. The structures in the foramen ovale which 
are liable to injury. are the 3rd branch or the tri- 
geminus with the motor division, a small branch of 
the internal maxillary artery, and the venous plexus 
of the Rete venosum. 

To render the application as easy as possible I 
have condensed the technic into the following rules: 

1. The proper instruments must be at hand. 
They consist of: 

(a) Two ccm. capacity, Record syringe. 

(b) A 10 cm. long and 0.8 mm. wide steel can- 
ula, heavily nickeled, with a beveled point and a 
movable clasp. 

The needle used by Patrick of Chicago is 12 cm. 
long and 1.75 mm. thick, a much thicker needle 
than is Hartel’s. The advantage of this latter nee- 
dle, according to Patrick, is that it is not so liable 
to break, and the direction of its point can be more 
easily changed by changing the direction of its 
base. 

(c) A fine canula for producing wheals in the 
preliminary skin anesthesia. 

(d) A centimeter metal ruler. 

2. Solution: 

1. For anesthesia, ampules of Novocain are used. 
Braun recommended the addition of Epinephrin. 

Cocaine (75 per cent) was used by Offerhaus, 
but this was found to be too dangerous, so that 
now Novocain, which is much better and less dan- 
gerous, is in general use. 

2. For neuralgia, 80 per cent alcohol for injec- 
tion of the gasserian ganglion is used. The solution 
used by Patrick in his first injections for trigeminal 
anesthesia consists of cocaine hydrochlorate, gr. 1, 
chloroform m x, alcohol 3 iii, distil. water 3 ss. 
Of this 2 cc. is injected. However, it has been 
found that all the ingredients except the- alcohol 
are absolutely superfluous. 

3. Position of the patient. The patient lies on a 
table, with the upper part of the body slightly ele- 
vated and a support under the head. 

4. The skin of the cheek over the area of injec- 


tion (see above) is disinfected either with alcohol - 


or with Tr. Iodine (5 per cent). 

5. The skin at this point is rendered anesthetic 
by producing a small wheal by the injection of a 
few drops of 2 per cent. Sol. Novocain. 

6. The long canula is then taken and the movable 
clasp is placed at a distance of 5 to 6 cm. from the 


point. In cases of swelling of the cheek, etc., the 
distance is somewhat more. 

7. It is important that the needle be inserted in 
the proper direction. This direction, as has previ- 
ously been stated, is such that if the needle is ob- 
served from in front, it must point directly to the 
pupil of the eye on the same side, while if it is ob- 
served from the side it points directly to the articu- 
lar tubercle of the zygoma. If on observation from 
in front the needle points too far inwards, then it 
will penetrate the eustachian tube and the solution 
will run into the pharynx (see Fig. 7-8). 

If one does not observe these rules it is possible 
that the canula may be carried too far forwards 
and be inserted into the jugular foramen. In one 
case, on the cadaver, Hartel found that the canula 
had penetrated this canal and its point was seen in 
the dura at the place of entrance of the vagus and 
the glosso-pharyngeal nerves. The carotid fora- 
men is very close to the foramen ovale, being on an 
average only 12.7 mm. distant, so that there is 
some danger is penetrating the carotid. On the 
contrary, the jugular foramen is some distance 
away, being separated by an average distance of 
about 20 mm. 

10. The entrance into the foramen is indicated 
by the giving away of the resistance and the pres- 
ence of radiating pains in the area of distribution 
of the 3rd branch. Patrick says that sometimes 
when the needle strikes the nerve, pain does not 
result, or at most, only a sensation of pins and 
needles is felt. The clasp is now drawn back 1.5 
cm. and the canula is then pushed further into the 
foramen ovale until the pain is felt in the region 
supplied by the 2nd branch, that is in the upper 
teeth, upper lips, gums, etc. In the last stage of 
the procedure no strong resistance should be felt, 
and if it is, the needle is in the wrong direction and 
must be removed and then re-inserted in a different 
direction. 

11. After being certain that the needle is in the 
gasserian ganglion the syringe is attached and % 
to 1 ccm. of the solution (% per cent Novocain) is 
slowly injected, drop by drop. If the resistance 
to the injections should be too great, one does not 
attempt, by increasing the pressure, to force in the 
solution, but rather draws out the needle to a 
slight degree and finds that then the solution runs 
in with but little resistance. If an alcohol injec- 
tion is desired, we proceed under the same technic 
as the above, with the exception only that instead of 
¥Y% to 1% ccm. of 2 per cent novocain-suprarenalin 
only a few drops are injected, in order that the 
later procedures may be painless. Immediately 
following the onset of anesthesia the alcohol (1% 
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cc. of 80 per cent) is injected directly into the 
ganglion. If only a temporary anesthesia, such as 
is necessary for operations, is needed, the alcohol 
injection is not made, the latter being employed only 
when a permanent anesthesia is desired, for in- 
stance, such as is indicated in the treatment of trifi- 
cial neuralgia when a permanent anesthesia is de- 
sired. The patient must keep the reclining posture 
for one hour. 

In making a trifacial injection for neuralgia Pat- 
rick (of course only meeting with the branches, for 
he does not penetrate the gasserian ganglion) uses 
a solution of 

Cocain Mureat. 0.1 (gr. IT) 
Alcohol 13.5 (3 iii ss) 
Aq. destil. g.s.a.d. 15.5 (3 ss) 


Fig. 8.—Shows the method of insertion of the needle. 


Patrick has found that the cocain eases the pain 
of the alcohol injection to some extent. However, 
it is better to use novocain, which has the same 
anesthetic effect and is many times less toxic than 
cocain. Braun, for peripheral trigeminal anes- 
thesia, uses 2 cc. of 96 per cent alcohol. To over- 
come the pain of the alcohol injection he, like Har- 
tel, made immediately before the alcohol injection 
an injection of a few cc. of 2 per cent Novocaine 
solution. 

12. Immediately, after making the injection, test 
for the anesthesia. 

The accompanying figures indicates the extent of 
the superficial skin anesthesia (Fig. 9). 

The following are also anesthetic: 

1. The upper maxilla. 

2. The mucous membrane of the eye and nose 
(the eye reflex to touch, and also the sneezing re- 


flex of the nose disappear). All operations on eye 
and nose (except on the ethmoid, in which case the 
gasserian ganglion on both sides must be injected) 
can be carried out. 

3. The anesthesia of the mucous membrane of 
the mouth, the teeth, maxilla and hard palate is 
perfect. The anesthesia of the posterior part of 
the tongue and the soft palate may not be so per- 
fect and may require infiltration. ‘The pharynx is 
not anesthetic and must be painted with a 10 per 
cent solution of cocain. Jn operations on the base 
of the tongue, the soft palate and the pharynx, the 
ganglion anesthesia has very little value. In such 
cases infiltration of the glosso-pharyngeus must be 
used. However, more freedom and better anesthe- 
sia may be obtained by a combination of infiltra- 
tion with ganglion anesthesia. 


Fig. 9.—The dark lines indicate the area of distribution of the 
Sth nerve from the anatomical findings of Hasse. The shaded area 
indicates the distribution area according to the area of anesthesia 
as found by Hartel after the injection of the Gasserian ganglion. 


In addition to its action on the sensory part of 
the ganglion, novocain also has an action on the 
motor filaments, so that occasionally we see that: 

1. The oculo-motor is affected and a passing di- 
latation of the pupil occurs. 

2. The abducens, however, is very seldom af- 
fected. 

3. The masseter may also be affected, but only 
for a very short period. 

As a rule the anesthesia. begins almost immedi- 
ately after the injection, but it is well to wait a few 
minutes before beginning the operation in order 
that a more perfect anesthesia may be obtained, 
and the confidence of the patient not be shaken by, 
causing him pain. 

The duration of novocain anesthesia of the gas- 
serian ganglion lasts about 14%4 hours. Should the 
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operation be longer another injection may be made. 

In some scattered areas the anesthesia lasts much 
longer; in some places, many hours. 

13. Symptoms and complications sometimes as- 
sociated with the anesthesia are: 

1. Vomiting. This is generally absent, if the 
above technic is closely followed. It frequently 
occurs if, after the injection, the patient too quickly 
assumes the upright position. 

2. Herpes may appear, but disappears in a few 
days. 

3. Corneal ulceration frequently occurs after al- 
cohol injection into the gasserian ganglion, and is 
partly due to trophic disturbances of the cornea 
and partly to the lessened sensibility of its surface 
which allows pieces of dust, etc., to alight on and 
injure it, without the notice of the patient. In one 
case of Hartel’s this has led to complete cloudiness 
of the cornea. To avoid as much as possible this 
disagreeable complication, the cornea is protected 
by a watch glass or celluloid shield which is ban- 
daged over the eye on the affected side. 

In the injection of ‘the 2nd branch, keratitis is 
very rare; in only 2 cases out of 158 branch injec- 
tions by Patrick was keratitis found. 

4. Headache, pains in the neck, dizziness and 
sometimes elevation of temperature occur and may 
be ascribed to an aseptic meningitis. However, all 
these symptoms, under rest and quiet, disappear in 
a few days. As a rule they may be avoided by 
careful technic and the use of a moderate quantity 
of solution. 

In case of difficulty of penetration of the fora- 
men ovale, and if anesthesia of the 2nd branch only 
is needed, then an attempt may be made to pene- 
trate the foramen rotundum from the orbit. This 
route was first suggested by Payr. However, it was 
never practically applied by him. According to 
Hartel, who follows the route suggested by Payr, 
the foramen rotundum may be penetrated from the 
orbit in 89 per cent of the cases, in comparison to 
the 33.5 per cent from the pterygo-palative fossa. 
Therefore the former is the better route. (The 
technic of the orbital puncture of foramen rotun- 
dum is given at the conclusion of this article.) 


ACCIDENTS. 


During the injection it may happen, because of 
the loose connection of the gasserian ganglion with 
the surrounding structures, that the fluid may seep 
through on the under side of the ganglion into the 
arachnoid space. This seeping through with con- 
sequent arachnoid infiltration was probably the 
cause of the deep sleep observed at times by both 
Hartel and Heyman, on the conclusion of the gan- 


glion injection. A case apparently of this nature is 
also mentioned by Patrick. 

PERNICIOUS RESULTS OF GASSERIAN GANGLION 

INJECTION. 

In one case (Hartel) death resulted from menin- 
gitis. This was possible due to the impurity of 
the tablet.* After this death the tablets as a means 
of making up the solutions were discarded and only 
the ampoules were used—and no septic appearances 
have followed. It must, however, be emphasized 
that because of the great susceptibility of the brain 
tissues to infection, the strictest aseptic precautions 
must be observed. If only the tablets of novocain- 
suprarenalin are available the solution may be 
cooked, if to the salt solution in which the tablets 
are dissolved, a few drops of dilute HC1 are added 
just prior to the boiling (Braun). The disintegra- 
tive action of boiling on the suprarenalin is present 
only when the solution is slightly alkaline. 

The danger of hemorrhage from the penetration 
of a vessel by the canula may be disregarded, for 
even though one of the larger vessels be penetrated 
(the needle is so small that no permanent damage 
results) at most only a small hematoma remains 
for a few days. 

POINTS TO BE ADDITIONALLY EMPHASIZED IN REGARD 
TO THE TECHNIC. 

1. If.one does not at first succeed in penetrating 
the foramen ovale partially remove the needle and 
again try, in a slightly different direction. If on 
a few attempts one is not successful, withdraw the 
needle entirely and insert from a new point. Punc- 
ture as a rule is more difficult in males than in 
females. 

2. If a good wheal anesthesia of the skin is pro- 
duced the other steps of the operation are as a rule 
painless. The needle must not be inserted too far 
medianwards from the foramen ovale, in the neigh- 
borhood of the Eustachian tube and the pharynx, 
where the tissues are very sensitive. In some cases 
the third branch the lower maxillary may be 
touched, and pains (severe) in the lower teeth, the 
tongue and the region of the ear are then com- 
plained of. If the pain produces annoyance and 
inconvenience it may be quieted by an injection of 
novocain. 

3. Since it was found that the ahesthesia pro- 
duced in the ganglion of one side generally stopped 
sharply at the median line, it was then found nec- 
essary, in all operations which approached the me- 
dian line, to also anesthesize the ganglion on the 
opposite side. 

4. Because of the area of anesthesia produced by 


* Hoffmann in 1909 determined that one-half of the novocain 
suprarenalin tablets supplied by one firm (Pohl) contain bacteria. 
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gasserian ganglion injection it is possible to trephine 
the anterior part of the skull. Under “conduction” 
anesthesia any part of the skull may be trephined. 
The three nerves which in operations on the base 
or posterior part of the skull must be anesthetized 
are the N. occipitalis major and minor and the 
auricularis major. The points at which they may be 
met by the needle are: 

1. Auricularis magnus, at their point of emer- 
gence, and (2) occipitalis minor, at about the mid- 
dle of the sterno-mastoid. 

3. The occipitalis major can be met at the point 
on a line extending from the Extr. occipital pro- 
tuber to the external concha of the ear at the point 
where one feels the pulsation of the occipital artery. 
The injection with the needle pointed towards the 
occipital protuberance should be made. In doing 
this, one also encounters the N. occipitalis tertius, 
which has already penetrated the trapezius muscle 


i 


Fig. 10.—Shows eye with lines a-b, and c-d, representing the 
ge of the orbit. The dots 1-2-3 indicate the points of puncture 
or the lateral, median and basal routes to the Foramen rotundum, 
and has become superfacial and whose branches 
lie in the area of injection. 

4. If the operation is in the lower jaw, at the 
angle, or in the submaxillary space, infiltration anes- 
thesia must also be used in addition to ganglion 
anesthesia. 

5. The alcohol injection of the gasserian ganglion 
seems to have been a decided advance in the treat- 
ment and cure of trifacial neuralgia—in the cases 
so far treated in the Bier clinic the results are last- 
ing, something which cannot be said for the injec- 
tions which have been made in the branches of the 
trigeminus. 

6. In all cases, however, the ganglion anesthesia 
(alcohol) should not be made until the branches 
have first been anesthetized and all other measures 
for the relief of the condition have been tried. 
Then, after all these have proved unsuccessful, or 
after the pain has returned, which it does in from 


six months to two years, it is time to inject the gan- 
glion. The relief which ganglion anesthesia affords 
is similar to that of neurectomy with which it only 
can be compared. In cases where all the branches 
of the trigeminus are involved it is better at once 
to induce the ganglion anesthesia. 

OPHTHALMIC ROUTE. 

As in some cases the route through the foramen 
ovale because of anatomical anomalies cannot be 
applied, it is necessary to seek another route which, 
though it does not give access to the gasserian gan- 
glion, yet permits injection of the second branch, 
with resulting anesthesia of the upper teeth, gums, 
cavity of the nose, etc. : 

In case neuralgia of the first branch only is pres- 
ent, Patrick injects the supra-orbital nerve at the 
supra-orbital notch. The nerve is located by the 


Fig. 11.—Shows the orbit with the canula introduced into the 
Foramen rotundum. 


sense of touch and also by the pain which is felt to 
shoot over the forehead on pressing on the nerve. 
If possible the nerve is followed back through the 
canal into the supra-orbital region. 

However, since the relief which follows this 
supra-orbital injection is only ephemeral, it is neces- 
sary to inject the second branch deeper in the orbit. 
For this purpose the route: generally selected is 
through the foramen rotundum by way of the orbit. 
The original method for anesthesia for the second 
branch, which was first introduced by Payr, was 
later utilized and developed by Hartel for injection 
of the second branch in the foramen rotundum. 
The orbit forms a funnel bounded by four plane 
surfaces. Three of these plane surfaces, the me- 
dian, the external and inferior, are level. It is 
along the median plane surface that the ethmoid 
foramen is reached, along the lateral, the superior 
orbital fissure with the entrance of the ophthalmic 
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nerve and along the lower surface that the foramen 
rotundum and the maxillary nerve (Fig. 10) are 
reached. 

The methods of injecting the second branch as 
improved by Hartel, of which there are three, are 
as follows: 

1. Median route, first described by Peuchert.— 
The needle is introduced at the root of the nose a 
finger width above the inner angle of the eye, where 
the upper plane, comes into contact with the nose. 
It is pushed directly in a horizontal direction for 
about 2 cm. (where it meets the anterior ethmoid 
nerve, supplying the upper and anterior part of 
mucous membrane of the nose). If one desires to 
anesthetize the posterior ethmoid nerves (supplying 
the posterior ethmoid cells and the cavity of the 
sphenoid), the needle is introduced to about 3 cm., 
a deeper insertion may cause the needle to penetrate 
the optic nerve, however, with a depth of 3 cm. this 
(according to the measurements of Hartel) is 
impossible. 

Braun, on the contrary, does not seem to fear 
injury of the optic nerve, for, according to his tech- 
nic, the needle is introduced 444 to 5 cm. into the 
orbit, and under constant backward and forward 
movements, 5 cc. of the 1% novocain solution is 
injected. By this injection one comes into contact 
with the anterior and posterior ethmoid nerves 
which supply the upper part of the mucous mem- 
brane of the nose, the mucous membrane of the 
frontal sinus and the ethmoid cells. 

2. LATERAL PUNCTURE FIRST USED BY BRAUN. 

The entrance point for the needle is at the upper 
outer angle of the margin of the orbit immediately 
above the outer angle of the eye. The needle is 
pushed in a horizontal direction at about an angle 
of 45 with the-saggital plane, always keeping the 
point of the needle in constant touch with the ex- 
ternal orbital wall. The needle is introduced about 
3 cm. when it is at a level with the foramen rotun- 
dum. The solution is now injected. 

Braun pushes the needle in until it comes into 
contact, posteriorly, with the upper wall of the 
orbit ; 5 cc. of 1% solution is now injected. By this 
means one reaches the lachrymal and frontal nerves. 

After these injections a slight protrusion of the 
bulb and an edema of the upper lids sometimes 
occur, but quickly pass by. Since the injected 
fluid is entirely outside of the muscular structure 
of the orbit, there is but little danger of the optic 
nerve or the ciliary ganglion being affected. For 


anesthesia of the ciliary ganglion a somewhat simi- 


lar method, according to the technic of Lowenstein 
is used. The needle is inserted at the mid-point of 
the lateral orbital margin and is introduced 4%4 cm. 


The point of the needle must be freely movable 
(best noted by updown movement). After the nee- 
dle has reached the required depth, it is slightly 
withdrawn and is directed in upwards. The solu- 
tion is now injected. 


3. BASAL ROUTE. 

1. The needle is introduced on the lower orbital 
margin at a point slightly lateral to the midpoint 
of the margin (Fig. 11). 

2. The bulb of the eye is pushed up out of the 
way by the index finger of the left hand and the 
needle is inserted between this finger and the orbital 
wall. 

3. It is pushed directly in until it strikes the bony 
resistance of the pterygoid plate of the sphenoid. 
The direction of the needle is such that by lateral 
observation its prolongation would meet the upper 
margin of the ear—while by direct frontal observa- 
tion it points towards the upper and inner angle of 
the orbit (Figs. 12-13). . 

4. Keeping in touch with the resistance of the 


Fig. 12 and Fig. 13.—The figures show the direction in which the 
canula is introduced in the orbital route to the Gasserian ganglion. 
Fig. 12 is a front view and shows how the prolongation of the 
needle points to the upper inner angle of the orbit. Fig. 13 is a 
lateral view and shows how the prolongation of the needle would 
meet the upper margin of the concha. 


pterygoid plate, the needle is pushed upward and 
medianwards until it passes into the foramen rotun- 
dum. This is passable, however, only in 89% of 
the cases. On reaching the foramen rotundum the 
resistance to the advancement of the needle de- 
creases, but is still present to some considerable 
degree, because the maxillary nerve completely fills 
the foramen and offers considerable resistance to 
its further progress. 

In some cases orbital injection has been followed 
by considerable ecchymosis, but as a rule this may 
be avoided by allowing both the needle and a stylet 
to remain in place until the bleeding ceases 
(Patrick). 

When the needle enters the nerve the patient 
complains of severe pains in the distribution area of 
the second branch of the trigeminus (cavity of 
nose, gums, teeth, etc.). 

5. On reaching the foramen rotundum, the needle 
is pushed a few mm. further, then % cc of a 2% 
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solution is injected, under considerable pressure, 
into the nerve. 

Results—Up to eabeaie time conduction anes- 
thesia in the Bier clinic has been used in 16 oper- 
ations: 6 resections on the upper jaw, 2 tongue ex- 
tirpations, 1 orbit tumor, 1 extraction of foreign 
body in orbit, 2 operations in naso-palatina fossa, 1 
plastic of the masseter, 3 plastic operations on upper 
jaw. For the treatment of neuralgia 27 injections 
were made on 14 patients. The total number of 
injections was 39, of these 8 were easy and 31 
rather difficult. In 4 cases it was impossible to pro- 
duce anesthesia, so that it is likely that the ganglion 
was not reached. 

RECURRENCES. 


In no cases did the neuralgia recur, but the long- 
est period since the injection is only nine months 
and is too short. However, recurrence may also 
happen after gasserian ganglion resection (Offer- 
haus). These recurrences must result from an im- 
perfect removal of the ganglion—or from the de- 
velopment of collateral nerve tracts. A case was 
reported by Perthes where recurrence occurred in a 
patient in whom both the foramen ovale and rotun- 
dum were on a secondary operation found entirely 
closed by a bony growth. 


BIBLIOGRAPHY. 


Ueber die Lokal Aniasthesie im Trigeminus —_ 
Braun, H., Deutsche Med. Wochschrift, 1911. July 27 
No. 30. 1383. 

Ueber die Lokal Andsthesie bei Operationen im Tri- 
geminus Gebiet. ae Deutsche Zeitschrift f. Chirur- 
gie, 1911. Bd, III. 321-343. 

Ueber die Behandlung von Neuralgien des 2 und 3 Tri- 
geminus Astes mit Alkohol Injectionen. (Alcohol Injec- 
tion for Trifacial Neuralgia.) Braun, H., Deutsche Med. 
Woch., Berlin, 1911. Dec. 28. XXXVII. No. 52. Pg. 
= "Abs. in ‘y. A. M. A., 1912. Feb. 3. LVIII. No. 5. 


Ueber die Sterilisation von Suprarenin Lésungen. 
Braun, Deutsche Med. Wochenschr., 1909. No. 52. 
Ueber die Lokal Anasthesie im Krankenhaus nebst 
Bemerkungen iiber die Technik der Ortlichen er aa 
Braun, Beitrage zur klin. Chirurgie. 1. 62. 
Behandlung der Trigeminus Neuralgia mit Peroxmiam: 
saure. Hammerschlag, Archiv. f. Klin. Chir., 


The Methods and Technic of the Deep a ines 
tions for Trifacial Neuralgia. Hecht, D’Orsay, J. A. 

A., 1907. Vol. XLIX. No. 19. 1575. 

Sind die zur Lumbar Anasthesie Verwandten Tropoko- 
kain, Suprarenin, und Novokain, Suprarenin Tabletten 
an Hoffman, Deutsche Med. Wochenschft., 1909. 


1912 “March 23. XXXIX. No. 12. Pe 3 Abst. in 


Les Injections dans le Traitement de Sci- 
atique. Massalongo, Revue Neurologique, 1907. 37. 

Die Technik der Injektionen in die Trigeminus ines 
und in das Ganglion Gasseri. Offerhaus, Archiv. f. Klin. 
Chir, 1910. Bd. 92. H. 1. 47-78. 

Schermzlose Operationen im Gebiete des Gesichts, 
Schadels und Mundes unter Leitungs Anisthesie. Offer- 


haus, Deutsche Med. Wochschift., 1910. Aug. 18 No. 
33. Pg. 1527. 

Ueber tiefe Alkohol, Kokain oder Alkohol, Stovain in- 
‘jektionen bei Trigeminus und Anderen Neuralgien. (In 
Regard to the Deep Alcohol-Cocain Injection or Alcohol 
Stovain Injection by Trigeminus and Other ake a 
Berliner Wochenschrift, 1906. No. 


orhe Treatment ol Trifacial Neuralgia by Means of 
Deep Injections of Alcohol. Patrick, Hugh T., J. A. M. A, 
1907. Nov. 9. Vol. XLIX. Pg. 1565. 

The Technic and Results of Deep Injections of Alcohol 
for Trifacial Neuralgia. Patrick, Hugh T., J. A. Med. 
Assoc., 1912. Jan. 20. LVIII. No. 3. 155-163. 

Intrakranalale Leitungs Anasthesie des Ganglion Gasseri. 
(Nerve Blocking of the Gasserian Ganglion.) Hartel, 
Zentralblatt f. Chirurgie, oy 1912. May 25. XXXIX. 
No. 21. 705. Ab. in J. A. M. A., June 29, 1912. LVIII. 
No. 26. 2054. Article ea no new information except 
what is found in the article of Hiartel’s in Langenbeck’s 
Archives. 

Weitere Beitrige zur Anwendung der Lokal Aniasthesie 
und Suprareninanimie. Peuckert, Beitrage zur Klinischen 
Chirurgie, 1910. 66. Pg. 377. 

Schmerzlose Operationen. Schleich, 1894. Pg. 191-194. 

Erfahrungen in der Neuralgie-Behandlung mit Alko- 
holeinspritzungen. Schlosser. Verhandlungen des Kon- 
gresses fiir innere Med., 1907. Pg. 92. 
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Notwithstanding the improved technic of the 
Wertheim operation for cancer of the cervix uteri, 
and its resultant ultimate saving of life, the general 
operative mortality from the operation has varied 
from 5.7 per cent in the most favorable type of 
cases to 21 and 26 per cent in less favorable cases. 
In Wertheim’s series of 500 cases the operative 
mortality was 18.6 per cent. The cases with unin- 
volved parametrium have, in general, a smaller 
mortality, i. e., 12.6 per cent. 

In America the mortality from operations for 
uterine cancer is said by Paterson to vary between 
20 and 50 per cent. On the other hand, we are 
informed through the careful statistical studies 
made by Taylor that in New York only one case 
out of twenty dying from cancer of the uterus has 
had an operative chance for cure or treatment. If 
this be true for New York, it is fair to assume an 
equally great, if not a still greater, total loss of life 
in communities less favorably provided with clin- 
ical and laboratory facilities. 
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The operative mortality has been found directly 
proportionate to the degree of carcinomatous in- 
vasion of the uterus and adjacent structures. The 
less advanced cases were attended with a favorable 
percentage of post-operative recovery. The more 
advanced cases were attended with a high post- 
operative mortality. Through superior technical 
skill in isolated instances the lives of a very small 
number of the advanced cancer cases have been 
saved that are usually regarded as hopeless and 
hence inoperable. The great majority of these 
cases of cancer of the uterus in the late stages suc- 
cumb not only to the radical operation, but also to 
the simple exploratory operation. In considering 
the question of operability it is well to remember 
the importance of the broader sociological object 
of the operation, as aptly expressed by Cullen, viz: 
to save life, to prolong life, and to make life more 
bearable, to both the patient and the patient’s rela- 
tives and friends. 

The ideal surgical requirement must obviously be 
to get the cases at the earliest possible time for 
operation. That this is not at all impossible has 
been strikingly illustrated by eight cases of Schott- 
laender and Kermauner’s series in which the growth 
was circumscribed and confined to one cervical lip. 
The parametrium in these cases was entirely free 
and in only two cases were the lymph nodes en- 
larged. In one case the lymph nodes showed 
metastasis. The operative mortality was nil, and 
it is reasonable to expect a total absolute cure in all 
of these eight cases. 

The ideal operative results, as obtained in such 
very early stages of cancer of the uterus, should 
leave nothing more desirable in our endeavor to 
lessen cancer mortality than to establish earlier 
diagnosis in our cases. That cancer starts as a 
local lesion and must remain for some time con- 
fined to its original focus, should encourage our 
efforts to discover the growth as near its incipiency 
as possible. 

The object of the present paper is to present the 
difficulties attending our efforts to establish the 
early diagnosis of cancer of the uterus and to em- 
phasize the value of the diagnostic surgical methods 
and morphological differential features upon which 
we can rely to accomplish the same end. We can- 
not lose sight of the fact, however, that in this task 
there enter two different psychological elements to 
contend with in our struggle to get early cases, 
viz: 1. An unreliable and apprehensive element 
represented in the patient, and 2. A more compe- 
tent, more dependable, well-trained element as ex- 
emplified by the physician. 

If we are to get more favorable results with can- 


cer treatment we must also bear in mind constantly 
this play of contrary psychological traits. The 
ideal state would be reached if we could get our 
patients to consult physicians oftener, and if the 
latter would oftener establish a correct diagnosis. 

While this last requirement seems very simple 
there are nevertheless innumerable difficulties asso- 
ciated with its fulfilment. We shall consider the 
obstacles presented (a) from the viewpoint of the 
patients, and (b) from the side of the physicians. 

A. Schottlaender has classified patients suffering 
from cancer of the womb into three categories. 
1. Those who know nothing of cancer. 2. Those 
who have very vague notions concerning cancer. 
3. Those who are well informed upon the subject 
of cancer, the latter, of course, being numerically 
the smallest group. It would appear that the last 
two groups should have better chances for cure. 
In reality, thus far these women, either through 
gross indolence, or because they are willing to de- 
lude themselves into the idea that they must surely 
be exempt from.this dread disease, have come to 
the physician as late as the more ignorant class. 
These patients are loath to be examined because 
they fear the possible discovery by the physician 
of a cancer of the-womb. There is still another 
group of women who, in spite of undoubted signs 
and symptoms of cancer, nevertheless consult one 
physician after another in the hope of finding some 
one who will assuage their fears by a negative diag- 
nosis. In the end these women are often as badly 
off as their most ignorant sisters. 

This morbid fear of a positive diagnosis must 
have been inspired by the popular notion of the 
utter hopelessness, and incurability of cancer, as 
harided down from generations. These traditions 
may be said to be responsible in a greater measure 
for carcinophobia and its companion neuroses than 
the real suffering induced by the disease, and ulti- 
mately for the great mortality in cases that have 
never had the benefit of a surgical chance for cure. 

If popular education through propaganda and 
lectures and courses in sex anatomy and physiology 
is to accomplish anything toward the prophylaxis 
of cancer, it must take into account the popular 
notions of cancer. It must rather dispel the old 
time anxiety aroused by the mere mention of the 
word “cancer.” Rather should our efforts be to- 
ward impressing upon the laity the absolute cura- 
bility of the growth, provided it be discovered at an 
early and favorable operative stage. 

The very energetic movement now on foot to 
lessen cancer mortality in this country, by instruct- 
ing our women in the recognition of the signs and 
symptoms of cancer of the uterus, is certainly 
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timely and necessary. We cannot here fail, how- 
ever, to note that a similar movement started and 
carried out actively abroad has failed of its enthu- 
siastic object, and the results have so far been of 
questionable benefit to the great mass of suffering 
women. Propaganda in its various forms can ac- 
complish two things in this direction. It can en- 
lighten the laity on the symptoms and signs of a 
well-developed cancer, and it can also impress upon 
them the urgent necessity when such signs and 
symptoms are present of submitting to the radical 
operation for the cure of cancer of the uterus. 

The extent to which the education of women in 
regard to so-called early symptoms can be carried 
will, however, probably always be very limited. 
Some cancers may grow to a very large, practically 
inoperable size without giving rise to any alarming 
symptoms. There are cases, too, in which the first 
sign of a lurking cancer is well-marked cachexia, 
the growth being of a decidedly proliferating type 
and of extreme malignancy. The most favorable 
type of growth, unfortunately of infrequent occur- 
rence, causes symptoms early and for a long time 
before it reaches a very large size. 

It is, then, not sufficient to exhort women to 
hurry to the doctor as soon as certain symptoms are 
observed, which symptoms are indicators of cancer. 
For even in the best instances with women of intel- 
ligence and those who are careful in observing 
symptoms, the report may be too late for radical 
cure. And here is the essential element of malig- 
nancy of cancer, that it makes itself manifest after 
it has taken deep root; when in its progress the 
process of destruction and ulceration is reached. 

The ideal safeguard to women against the late 
stages of cancer of the uterus would seem to be the 
regular systematic medical consultation at stated 
intervals. This should not be so onerous a duty 
once it has become the vogue, not more disagreeable 
than the medical visits enforced by a great many 
ailments common to women. 

Anything short of this routine prophylactic ex- 
amination is absolutely worthless. But while some 
women would shrink with horror at such a thought, 
even if their years of vigilance be limited to the 
time of the menopause and thereafter, we can avail 
ourselves of the opportunity offered meanwhile by 
the frequent consultations for other gynecologic 
complaints to note any suspicion of cancer. 

If we are to institute early radical treatment, it 
must be clear at once from the foregoing that the 
least dependence may be placed upon the patient. 
While propaganda has been claimed to be of value 
and the records of patients who are city dwellers 
operated upon for cancer show a more favorable 


mortality than similarly operated patients from the 
provincial districts of Europe, the burden of evi- 
dence is not altogether in favor of the greater intel- 
ligence of the first group of patients. We cannot 
lose sight of the fact that the physician practising 
in the large city has greater facilities for special 
diagnosis than the physician practising in the coun- 
try districts. 

Something may be hoped from warning the pub- 
lic in this way, but it is plain from the nature of 
the disease, its insidiousness and the fact that it has 
taken deep root before the patient becomes aware 
of its presence, that we can expect very little aid 
indeed from the patient in our search for early car- 
cinoma. The means of detecting an early carci- 
noma of the uterus lie solely in the hands of the 
medical profession, and the brunt of the earliest 
possible diagnosis, even as the early radical treat- 
ment of cancer of the uterus, rests with the med- 
ical profession entirely. 

(b) Let us now turn to the inherent difficulties 
that cancer of the uterus presents to the physician 
from a diagnostic point of view and to review those 
means at our disposal to arrive at a correct and an 
early diagnosis. 

The recent publication of “Cancer of the Uterus,” 
by Schottlaender and Kermauner, has brought out 
certain data that throws valuable light upon the be- 
havior of cancer of the uterus. The present writ- 
ing is based largely upon that work and the writer’s 
personal observations on some cases of early carci- 
noma of the uterus. 

FACTORS THAT RENDER THE EARLY DIAGNOSIS DIFFI- 
CULT. PATHOLOGICAL CONSIDERATIONS. 

1. The Mode of Propagation of Cancer of the 
Uterus. 

It is well to have a precise notion of how cancer 
spreads in the uterus. There are three ways, ac- 
cording to Schottlaender. 1. The endophytic type, 
extending towards the parenchyma of the uterus. 
2. The exophytic type, spreading towards the uter- 
ine canal or into the vaginal canal. And 3. Exten- 
sion along the surface mucosa. The last is by far 
the least frequent, though by no means rare. The 
endophytic type is the more common mode of ex- 
tension. No cancer, however, adheres strictly to 
any one of these ways of propagating. In the 
great majority of instances these are combined, one 
type of extension being more prominent than an- 
other. The growth may ascend toward the fundus 
of the uterus or descend along the cervical canal 
and invade the vagina, affecting the mucosa and the 
parenchyma of the latter organ. 

The actual histogenetic process of extension is: 
1. By direct contiguity of cells, the carcinoma de- 


| 
y 
e 
r 
d | 
le | 
5- 
e | 
g 
S. 
se 
t 
ly 
st 
e. 
rh 
ly 
Ss. 
se 
in 
or 
e 
ly 
st 
aS 
re 
in 
| 
e 
e. 
d 
is 
ar i 
ld 
e 
in 
d 
y 
i 


AMERICAN 
JourNAL OF SURGERY. 


414 


RuBIN—UTERINE CANCER. 


NoveMBER, 


1913. 


stroying dissimilar morphological structures, as 
muscle, which it replaces, or by direct conversion of 
more similar morphological cellular structures, as 
glandular and squamous epithelium. 2. By lym- 
phatic extension from one part of the uterus to an- 
other. The occasional multicentric focal origin of 
cancer in the same uterus and the extension by 
“grafting” of fragments of a cancer on to another 
healthy part of the uterus may be mentioned in this 
connection. 

The growth may be circumscribed, i. e., localized 
to one of the cervical lips, or it may be more dif- 
fuse, developing very large parenchymatous cylin- 
dical growths of the cervix or of the uterus. ~ This 
variation in growth of the cancer has an important 
clinical and diagnostic significance. 

The relation of the endophytic and the exophytic 
growths of cancer to the clinical diagnosis. 

From the clinical point of view the exophytic 
variety of cancer growth is more easy of diagnosis 
owing to its tendency to appear where it may be 
seen and, perhaps, to its earlier tendency to ulcera- 
tion and superficial destruction of the tumor. It 
may therefore be regarded as the less malignant of 
the two varieties of cancer growth. The symptoms 
that usually draw the patient’s attention to existing 
uterine trouble are discharge and hemorrhage, both 
the result of the process of ulceration or destruc- 
tion. 

The endophytic variety, if causing the same num- 
ber and the same intensity of symptoms as the 
exophytic variety, is more apt to show a greater 
volume of tumor growth. In general, the endo- 
phytic variety of tumors arouse the fear of the pa- 
tient or the suspicion of the physician at a much 
later date, hence the prognosis is much less favor- 
able. The uterine cancer itself scarcely ever attains 
the size of a pressure-causing fibromyoma. When 
the growth reaches such a large size as to cause 
pressure symptoms the case is absolutely hopeless. 
Pressure symptoms are present in cancer of the 
uterus when there is a well-marked lymphatic in- 
volvement of the parametrium or of the lymph 
nodes, or associated pathological conditions in the 
pelvis. 

The frequency of the exophytic form, as such, is 
unfortunately not great, and it is usually combined 
with an endophytic propagation. When discovered 
early it may be found to be circumscribed and local- 
ized to one cervical lip. In the series of cancer 
cases carefully studied by Schottlaender, there 
were eight of this early growth. The parametrium 
was free in these eight early cases. This presents 


a striking contrast to parametrium involvement in 
cancers that had reached appreciable size, even 


though they be confined to the lateral half of the 
cervix. In this latter group of tolerably favorable 
cases the parametrium is involved in 60 to 75 per 
cent of cases. The side nearer the lesion in the 
cervix shows the greater amount of involvement 
and hence should receive closer attention during the 
dissection of the parametrial connective tissue and 
lymphatics.* 

The symptomatology of cancer of the uterus va-, 
ries according to its actual size and tissue invasion. 

The material of Schottlaender and Kermauner 
embraces one hundred and twenty-five cases of car- 
cinoma of the uterus and was studied also from 
this viewpoint. 

Morphological characteristics; (a) glandular and 
solid cancer. (Squamous-cell), the cells being of 
the ripe, unripe and medium ripe variety. (b) Me- 
dullary and scirrhus types, and (c) cancers contain- 
ing more or less eosinophiles. The glandular va- 
riety is relatively less common than the solid or 
squamous-cell variety of cancer. It is, however, 
more prevalent in old age than the solid variety. 
The scirrhus growth predominates in the fourth 
decade of life. The other morphological details, 
1. e., the eosinophile cell content, the degree of ripe- 
ness or unripeness of cells, etc., were found to be 
of no clinical importance. 

The comparison of the duration of symptoms as 
caused by the solid and the glandular variety of 
cancer of the uterus according to the four quarters 
of the first year of the disease. 


Glandular (19 cases) Solid (85 cases) 


Symptoms of 3 months’ duration 2 cases 10%...... 35 cases 41% 

9-12 6 4 5% 

Over 1 year 4 6 1% 


A glance at this table shows that the solid variety 
of cancer causes far earlier symptoms than the 
glandular variety. 

The medullary growth causes symptoms earlier 
than the scirrhus growth. 

The maturation of the cancer cell nests is not 
proportionate to the duration of symptoms nor does 
the age of the patient influence in any definite way 
the causation of earlier symptoms. 

According to the size and extension of the growth 
the material of Schottlaender and Kermauner was 
classified as follows: 

(1) 63 cases with large growth. 

(2) 35 cases with middle size growth. 

(3) 15 cases with small cancer. 


* Besides this it may be of interest to note that the anatomical 
examination of the cancerous uterus and its appendages showed 
that in 35’per cent of the cases the condition was more unfavorable 
than appeared from the physical examination. In some cases it was 
more favorable than the physical examination had indicated, while 
in one-third of the cases the anatomical examination revealed a 
condition corresponding to that found by the physical examination. 
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(4) 5 cases with very small, almost beginning 

cancer. 

1. The large tumors (solid and glandular alike) 
reach a large size at 5-6 months; when solid from 
the start, at 2-3 months. 

2. The medium-sized cancer causes symptoms at 
2-3 months. There may, however, be some slow- 
growing types of tumor, while on the other hand, 
very large tumors may be found in the shortest time 
after the appearance of the first symptoms. It is 
thus seen that true early symptoms, #. e., before de- 
struction occurs, are not known to us. 

There are two types of growth that render all 
our hopes futile regarding the possibility of an early 
diagnosis (until at last it is rendered possible to 
apply a positive biologic test for the presence or 
absence of cancer) : 

1. The endophytic tumor can grow very large 
and develop for a long time without causing 
symptoms. 

2. On the other hand, relatively small cancers 
may proliferate with the most extraordinary degree 
of malignancy and soon recur. 

How may we detect cancer of the uterus as early 
as possible? 

I shall not dwell upon the importance of exam- 
ining the condition of the pelvic organs in women in 
the course of a general physical examination. 

If a patient takes all sorts of things for granted, 
she may be excused ; but the conscientious physician 
takes nothing for granted. 

There are two means by which, in the present 
state of our knowledge of cancer of the uterus, we 
can hope to detect early and favorable cancer- 
growths: 1. By careful routine clinical examina- 
tion, and 2. Careful routine pathological examina- 
tion. 

The same careful routine examination should be 
applied in the clinical consideration of all gyneco- 
logical complaints. There are several methods 
which cannot be omitted in the gynecological ex- 
amination of a new patient. We shall not stop to 
rehearse the symptoms described by the patient. 
One of the chief objects of every gynecological ex- 
amination is the exclusion of cancer. It is analo- 
gous to the internist’s aim in his routine chest ex- 
amination to exclude tuberculosis. Boldt has re- 
cently laid stress on the great importance of ex- 
cluding carcinoma, if no positive diagnosis of can- 
cer can be established. Without necessarily con- 
fiding this inquiry to the patient, the examination 
should be careful, thorough and painstaking. It 
should always include bimanual palpation, vaginal- 
cervical inspection, introduction of the uterine 
sound, unless especially contraindicated and if, 


through these steps, the suspicion of a cancer is 
aroused, diagnostic curettage or diagnostic excision 
of the cervix, or both of these combined. 

I feel that although these are well established 
methods in physical examination of the uterus, 
nevertheless the repeated emphasis of these points 
in connection with early diagnosis of cancer of the 
uterus needs no apology. 

Two illustrations will suffice to show that per- 


haps not all of us employ these methods religiously. © 


A. B., age 48, had been bleeding the preceding 
three months after a two months’ period of amen- 
orrhea. Examination by clinical assistant; diagno- 
sis: incomplete abortion, large uterus. This diag- 
nosis mortified and incensed the poor woman; she 
protested her innocence and explained she was 
widowed for six years. This caused me to examine 
her, and it was found that she had an inoperable, 
large diffuse cancer of the cervix with involvement 
of both parametria and the ante- and retro-cervical 
tissues. The uterine cavity was blocked to the 
sound. The introduction of the latter was followed 


Fig. 1.—Uterus and adnexa removed by Radical operation. Most 
of the mucosa covering the polyp has been removed by the curette, 
The remaining glands showed a decided tendency toward hyper- 
plasia, but no further evidence of an outspoken ealianant prolifera- 
tion as was seen in the sections of the curetted material. 


by brisk bleeding, the cervical canal was felt to be 
rough and a small piece of tissue. broke off. This 
piece was found to be a glandular carcinoma. 

C. D., age 38, was treated by her family physi- 
cian for leucorrhea with the diagnosis of papillary 
erosion. The galvano-cautery and caustics were 
used to destroy the erosion. She presented herself 
at the Mt. Sinai Hospital Dispensary, where exami- 
nation revealed an irregular, low, nodular area of 
induration on the right lateral half of the vaginal 
portion of the cervix. The examining finger 
brought away blood stains. The affected. area 
showed elevated vegetations, yellowish-gray in 
color on a deep-red eroded base. The sound passed 
in three inches and revealed no roughness, but was 
followed by slight bloody oozing. The circum- 
scribed character of the lesion, its disposition to 
bleed by contact with the finger and sound and the 
grayish yellow appearance of the small nodules 
were at once suspicious of a young cancer growth. 
The greater portion of this area was excised and 
examined microscopically. It proved to be an un- 
doubted adeno-carcinoma. Notwithstanding our 
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diagnosis and advice for operation, the patient con- 
tinued to be treated by her family physicians as for 
a benign erosion. The doctor continued to treat 
her as before in spite of the pathological proof of the 
cancer. 

These illustrations can undoubtedly be multiplied. 
The second case also illustrates how disastrous to 
the ignorant and credulous patient the peculiar atti- 
tude of her family physician was. Here was a case 
which could truly be included in the early stage of 
cancer and for whom the radical operation held out 
the highest probability of absolute cure. 

2. Careful routine pathological examination of 
the uterus for conditions of the uterine adnexa as- 
sociated with milder uterine trouble and for symp- 
toms referable to the female genitalia where cancer 
is not principally suspected as a cause, has occa- 
sionally brought to light a fully developed cancer 
of the uterus with parametrial involvement. Occa- 
sionally, however, the cancerous growth is very 
young and may even be near its incipiency. The 
occurrence of cancer in conjunction with associated 
pathological conditions of the uterus and adnexa 
has also been noted. The routine pathological ex- 
amination, as conducted in the laboratory, can 
bring to light clinically undiscovered and unsus- 
pected carcinoma of the uterus. Far preferable, of 
course, is the aid that such examination renders in 
establishing a correct diagnosis before the uterus is 
removed. The curetted material properly examined 
may show cancerous elements. It is a deplorable 
waste of valuable material, not to speak of the im- 
measurable loss of patients, this throwing away of 
material removed in a curettage without subjecting 
it to histological examination. It is neglecting, be- 
sides, a valuable opportunity to record the patho- 
logical condition of the endometrium. No matter 
for what indication the curettage is undertaken, we 
should feel it our duty in the interest of the patient 
to examine the curettings. This procedure has as- 
sumed such importance, at least to Continental 
gynecologists, that Frankl has proposed the estab- 
lishment of laboratory stations where such material 
can be examined by competent pathologists. I have 
elsewhere * emphasized the importance of routine 
pathological examination of both curettings and 
uteri removed for any surgical reason, and recently 
Schottlaender makes the same appeal. The knowl- 
edge of cancer would be greatly enhanced by the 
study of a greater material while the great mass of 
women would benefit through an earlier radical 
operation. 


The occurrence of cancer in conjunction with 
associated pathological conditions of the uterus and 


* Rubin: American Journal of Obstetrics, October, 1910. 


its appendages is by no means insignificant. In 579 
uteri removed for various reasons Schottlaender 
found cancer 12 times, i. e., in 2 per cent of the 
specimens examined. Six of these were found in 
the corpus. Of the cervix cancers one was found 
associated with a glandular cancer of the ovary and 
was fairly large. Of the other five only one showed 
marked deeper invasion, three times very slight, and 
in one case scarcely any deep invasion of the can- 
cer nests. Two of these uteri were removed for 
myoma, one for prolapse, one for retroverted ad- 
herent uterus complicated by bilateral ovarian cysts, 
and one for pyosalpinx and ovarian cyst. 

Of the six cancers of the corpus three were ex- 
tensive and three were very young, almost in the 
beginning stage. In one of these cases a submucous 
myoma was diagnosed. The corpus was found in 
this instance to show a widespread invasion of can- 
cer nests. In one case also of myoma there was 
involvement of the corpus mucosa and corpus par- 
enchyma only, while in two other myomatous uteri 
the tumor formation had reached only a small de- 
gree of development. The two other cases were 
associated with simultaneous adnexa cancer; the 
one was only beginning and localized to the mucosa, 
while the other had already penetrated toward the 
depth. 

I have removed a very large metritic prolapsed 
uterus in which the careful pathological examina- 
tion revealed a very young but unmistakable squa- 
mous-cell cancer of the vaginal portion. One other 
case, which I had the opportunity to study, was 
operated upon by Dr. L. J. Ladinski for persistent 
bleeding and proved, on examination of the curet- 
tings removed for diagnosis, to be an exceedinly 
early glandular carcinoma. The examination of the 
removed uterus with its adnexa revealed a small 
submucous myoma from which, however, all cancer 
nests had been successfully curetted. (See Fig. 1.) 
These two cases represent such early cancer growth 
as to merit reporting. 


Case I. Incipient Carcinoma of the Cervix. The 
patient, 38 years old, came to the medical side of 
the hospital because of fever and abdominal pain. 
An enlarged uterus was found, of the size of two 
or three months’ pregnancy. There was no dis- 
turbance of the menstrual periods. The sound en- 
tered a large cavity and elicited a soft tumor. There 
was an area of small erosion rather pale and gray- 
ish, which was sharply demarcated around the ex- 
ternal os. Hysterectomy was decided upon and, in 
view of the erosion, the cervix was also removed 
with the uterus and adnexa. The latter step was 


done for prophylaxis rather than because we 
strongly suspected a carcinoma of the cervix. 

The uterus, cut open, presented a large cavity 
filled for the most part by a soft yellowish white 
mass closely adherent to the uterine wall, and cystic 
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in the center. At one point was a fleshy looking 
portion; this cut through had the appearance of 
placental tissue. It proved on histological exami- 
nation to be degenerated and inflamed placenta— 
the villi were still to be distinguished, though their 
capsule was merely a homogeneous layer with here 
and there fetal cells. The rest of the intrauterine 
mass showed necrotic and infiltrated tissue with no 
definite morphological structure. 

The cervix. The posterior wall of the vaginal 
portion was the seat of an erosion. The normal 
pavement epithelium was present for a small dis- 
tance. Above this were erosion glands and an area 
of metaplastic epithelium which gave the picture of 
an epithelioma. The glands were surrounded par- 
tially or wholly by this atypical pavement epithe- 
lium; there were isolated alveoli and distinct epi- 
thelial processes penetrating toward but not into 
the musculature. The character of the cells, more- 
over, conformed to carcinomatous epithelium 
rather than to normal squamous epithelium. There 
was active mitosis. Instead of a few layers of cells 
to clothe the erosion glands, this epithelium was 
very thick, containing as many as 10-16 layers. 
There was vacuolization also. The impression was 
one of carcinoma, though very small indeed, involv- 
ing only a limited area of the mucosa. 

Case II. The patient, aged 42, had been bleed- 
ing for a number of months. She had been curet- 
ted several times. Still hemorrhage continued. 
On examination the uterus was enlarged and soft; 
there seemed to be.a hard nodule near the fundus, 
which could be made out on bi-manual examination. 
The sound caused bleeding from the enlarged uter- 
ine cavity. Owing to the history a preliminary 
curettage was made for diagnostic purposes. 

On examination of the curettings it was found 
that there was a typical adenoma malignum with 
early adeno-carcinoma. The glands were enor- 
mously enlarged and increased in number. This 
hyperplasia was so marked that the glands lay “dos- 
a-dos,” very little if any stroma intervening. There 
was papillary proliferation of the epithelium within 
the lumena and also an actual increase in the layers 
of cells, which were atypical in appearance and 
showed mitosis. On this finding a panhysterec- 
tomy, modified after Wertheim, was done. The 
uterus on section showed an elongated polyp of 
about the size of a hickory-nut with its base at the 
fundus. It showed evidences of curettage. Mi- 
croscopic examination of this polyp and of the uter- 
ine mucosa showed, however, no area of carci- 
noma, It was evident all the lesion had been re- 
moved by the curette. 

The bleeding in this case was in all probability 
due to the submucous polyp and not to the very 
small area of carcinomatous conversion of this 
polyp. 

In these two cases we have examples of incipient 
carcinoma of the uterus. 

Associating other lesions in the first case the car- 
cinoma was mildly suspected. Removal of. the cer- 
vix presented a suspected area. In the second case 


carcinoma was clinically suspected and was corrobo- 


rated by the diagnostic curettage. The cause of the 
suspicion, viz: hemorrhage was, however, the sub- 
mucous polyp. The incipient carcinoma was merely 
grafted upon it and was altogether too young to give 
rise to the brisk and persistent hemorrhage. It 
was simply a coincidence which, as in Case I, was 
revealed by careful routine, clinical and laboratory 
examination. 

In this connection it may be worth mentioning 
three other cases previously reported by me.* 

Case III. An exploratory excision of suspected 
malignant erosion. This was found on microscop- 
ical examination to be cancer, though only a few 
glands showed the lesion. The picture was entirely 
like that of Case II. The patient refused to be 
operated upon, but was kept under observation. 
One month later, when she consented to the opera- 
tion, we found a carcinoma of the posterior wall of 
the cervix, though still confined to the mucosa. 
There was present also a moderate amount of lym- 
phatic extension immediately underlying the epithe- 
lial layer. 

CasE IV. An incipient carcinoma of the cervix 
of a myomatous uterus. The uterus was removed 
on account of multiple fibro-myomata. In the lab- 
oratory the lesion of the cervix was found. 

Case V. Examination of. an extirpated cervix 
for enlargement and erosion revealed an exceed- 
ingly small epithelioma. 

Of these five cases only one may be said to have 
been diagnosed clinically, 7. ¢., Case III. Had there 
been any hesitation in doing the exploratory exci- 
sion the diagnosis would not have been established 
and the patient would have been exposed to the 
dangers of metastasis. In Case II the curettage had 
been practiced several times, but only once, i. e., the 
last time, was the material removed properly util- 
ized by subjecting it to an examination for the 
benefit of the patient. 


DIAGNOSTIC CURETTAGE AND DIAGNOSTIC EXCISION 
OF THE CERVIX. 

The importance of the diagnostic curettage and 
excision cannot be too strongly emphasized. It 
need not be urged that all erosions of the cervix be 
excised, but they should, particularly in the fourth 
decade of life, all be suspected and watched. Those 
cases that do not respond to treatment should, after 
a reasonable allowance of time, be partially excised 
for microscopic examination. 

All curettages performed for the purpose of stop- 
ping bleeding should at the same time be consid- 
ered as diagnostic curettages, not simply because in 
general it is well to get an idea of the condition of 
the bleeding endometrium, but chiefly on the as- 
sumption that there may be carcinoma in such endo- 
metrium. This simple operation is, of course, espe- 


*The pathological diagnosis of incipient i 
American Journal of Obstetrics, October, 1910. whens 
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cially serviceable in cases of suddenly appearing 
vaginal sanguinolent discharge outside of the regu- 
lar periodic flow, in all cases of metrorrhagia or 
even menorrhagia, and in all typical post-climacteric 
bleedings. 

All circumscribed erosions with ready tendency 
to bleed on contact and all erosions which are felt 
to over-lie an indurated parenchyma should be sub- 
jected to diagnostic excision. The same rule of 
precaution applies in smaller or larger growths oc- 
curring within the cervical canal or at the vaginal 
portion of the cervix. This simple procedure can 
scarcely prove harmful, while on the contrary it 
may occasionally reveal in the only way possible a 
concealed cancer. 

In 106 exploratory excisions from the vaginal 
portion of the cervix, reported from the second 
University Gynecological Clinic under the later 
‘Von Rosthorn, also under Wertheim, where cancer 
‘was clinically suspected, 49 proved to be cancer, 
while 57 showed other than cancerous lesions. In 
other words, in this clinic the diagnosis was cor- 
rectly made in 46.2 per cent of the cases. One of 
these 49 properly diagnosed cases of cancer 
proved to be an exceedingly young growth compli- 
cating a prolapsus uteri.* 

While these minor surgical operations performed 
in the interest of early diagnosis must of necessity 
prove in a great many instances negative, it is far 
preferable to earn that sense of security which the 
microscopic examination of the removed material 
offers than to continue to entertain the dread of 
cancer. We may further be comforted by the 
thought that a single positive finding of cancer 
counterbalances numerous negative findings, and 
that a single life saved by the early diagnosis is 
worth all the trouble of careful routine physical 
and pathological examination. 

Of 64 diagnostic curettages for suspected can- 
cer of the uterus, in the same clinic, the diagnosis 
was correct 29 times and incorrect 35 times, i. e., 
the diagnosis was correct in 45.3 per cent of the 
cases. This material is especially valuable because 
these cases were later controlled in order to check 
up the correctness of the pathological findings. 
Those cases in which the microscope failed to dis- 
cover cancer gave no further evidences of the 
same. 

Some points to be emphasized in regard to the 
technic of the curettage. 

It is important to lay stress on several points in 
connection with the method employed in the curet- 
tage. The average curettage is confined to the 


* Rubin: The pathological diagnosis of incipient carcinoma of the 
uterus. 


scraping away of the mucosa of the corpus. It 
should be borne in mind that primary corpus cancer 
as compared to that of the cervix is approximately 
as 1:14; therefore the cervix mucosa should un- 
failingly be curetted. 

The area about the internal and the external os 
where the cancer has been shown by Schottlaender 
and Kermauner to have its starting point should 
receive special attention. Owing to the not infre- 
quent incidence of cancer in myomatous uteri, 
Schottlaender urges their routine preliminary 
curettage. Occasionally a cancer will be found to 
have developed in the stump of the cervix follow- 
ing a supravaginal hysterectomy performed for 
fibromyoma. It is obvious that a diagnostic curet- 
tage performed before the laparotomy would de- 
termine the presence of a possibly early carcinoma 
of the uterus and hence lead to a more extensive 
radical operation. If the uterine cavity is dis- 
tended through large myomata it is sufficient to 
curette the cervix because the uterus, though it 
harbor a cancer, is in any event removed. 

Differential Diagnosis: This may be considered 
from the clinical and the histological point of 
view. 

Clinically: According as the lesion is of a pro- 
liferating character or ulcerative, one must. distin- 
guish early carcinoma of the vaginal portion of the 
cervix from: 1. Simple follicular erosions, cystic 
and hypertrophic. 2. Small polypi, and 3. Syphi- 
lis and tuberculosis. 4. The decubitus ulcer. 
5. A small part of a protruding submucous corpo- 
real or cervical myoma. 

The simple erosions and the decubitus ulcer will 
respond to treatment. The application of iodine 
and strong silver solutions will in due time cause 
epithelization. The specific lesions may not re- 
spond so readily to their respective treatment ; they 
will therefore require removal in part or in whole 
for the special purpose of a careful microscopic 
examination. We need not dwell upon the char- 
acteristic clinical and microscopical pictures of 
syphilis and tuberculosis; suffice it to say they are 
often not to be distinguished from carcinoma in a 
very early stage of its development. When the 
latter is associated with syphilis or tuberculosis the 
difficulty is greater. When the lesion is very small, 
confined to one lip, it is more apt to be carcinoma. 
But the diagnosis must, if the sero-reactions for 
syphilis and tuberculosis fail us, rest on the micro- 
scopic examination. The procedure which we have 
tried in such suspicious lesions at Dr. Wiener’s 
clinic at the Mt. Sinai Dispensary is to treat them 
with 50 per cent silver nitrate solution. If they 


are benign, the erosion or papillary growth will 
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disappear and be replaced by healthy vaginal epi- 
thelium. If by this method healing is slow or 


’ shows no tendency to progress, and if the bleeding 


continues at slight contact, or without trauma of 
any kind, the presumption is in favor of a malig- 
nant process underlying the erosion. It must be 
remembered. that carcinoma not infrequently de- 
velops from a healing erosion. It may not be 
amiss to say that all erosions should be treated 
promptly and be carefully observed lest evidences 
of a relapse occur. If the erosion does recur, 
whether or not it is strongly suspicious of malig- 
nancy, it would be in the interest of prophylaxis 
to remove it by excision. 

Microscopically. Some, though as yet only a 
limited number of cases of exceedingly young car- 
cinoma of the uterus, have been demonstrated by 
Schottlaender, Sitzenfrey, Schanenstein, Pronai 
and myself. The criteria for the diagnosis are: 
1. A well-marked atypical condition of epithelium 
which is converted from a single cylindrical to a 
metaplastic many-layered variety. 2. well- 
marked difference in size of the individual cells in 
their shape, arrangement and chromatin content. 
3. The presence of atypical mitosis, and 4. The 
presence of giant nuclei or of giant cells. Isola- 
tion of alveoli and penetration into the depth of 
such epithelium may be present at this early stage, 
but is not to be regarded as an essential character- 
istic of malignancy. These are rather the later de- 
velopments of an advanced carcinoma with its 
other signs of cornification, ulceration, etc. 


These points will help to distinguish a neoplastic 


. epithelium from the transitional types of . epithe- 


lium as encountered in healing erosions and those 
associated with chronic inflammatory processes. 
Whether the latter may not in reality be the start- 
ing point of a malignant change is a matter for 
further investigation. It is meanwhile worth bear- 
ing in mind. While it is not always easy to make 
the distinction between various types of metaplas- 
tic epithelium as of benign or malignant signifi- 
cance, nevertheless whenever these four conditions 
enumerated above are observed in any given ab- 
normal epithelium it may be assumed that malig- 
nancy has its inception there. That is, so far, the 
nearest practical approach to this very difficult 
chapter in pathology. Further experience may 
amplify or perhaps alter our present conception. 
At present, when the microscopic examination re- 
veals metaplastic epithelium with morphological 
characteristics, we should consider it safest and in 
the interest of prophylaxis to remove the uterus in 
a radical manner. To wait until the typical clin- 
ical evidences appear, viz: discharge, hemorrhage 


and pain, on the one hand, and the characteristic 
signs of a full-fledged growth, as deep invasion of 
cells, nests, lymphatic metastasis and ulceration, on 
the other hand, before the diagnosis can be estab- 
lished, is to take away at once a large possibility 
for a cure. For as Brunot in Mackenrodt’s series 
has shown as early as four weeks after the symp- 
toms appear there was invasion beyond the uterus 
in 50 per cent of the cases. (Cf. Schottlaender’s 
findings above.) 

The criteria for the microscopic diagnosis of ex- 
ceedingly young cancer of the cervix have been dis- 
cussed in my paper in October, 1910, and have also 
been described in the excellent monograph of 
Schottlaender and Kermauner. I shall simply give 
Schottlaender’s summary of the three possibilities 
of early diagnosis of uterine cancer. 

1. The material examined reveals a benign le- 
sion as determined by the morphological character 
of the epithelial territories and foci in question, 
even though there is an indication of beginning 
deeper penetration. The epithelium is normal or 
shows healing erosion or a so-called metaplastic 
epithelium of the uterine cavity. 

2. There is a group of cases in which we are 
unable to determine whether the alteration in the 
epithelium indicates a benign or a malignant 
change. These patients should not be operated 
upon at once, but should be controlled by frequent 
and repeated subsequent examinations. 

3. Finally, it is possible to recognize small can- 
cer-foci owing to a well-marked morphological cell- 


aberration (atypic), even though the deep pene- 
tration of epithelial sprouts is barely present or al- 


together absent. 

This classification has a direct practical bearing. 
These borderline cases, pathologically speaking, 
where the pathologist cannot positively make up his 
mind as to the benign or malignant nature of the 
lesion, necessitate further vigilance over the pa- 
tient. 

The material forming the basis of this study is 
necessarily small, but we hope that the future will 
throw further light on the correctness of these cri- 
teria. Meanwhile we have a working hypothesis 
which, in the hands of Schottlaender and to a les- 
ser extent in my own personal experience, has 
proved of immense practical service. 

261 CenTRAL ParK WEsT. 


When you “strap” an ulcer with adhesive, be 
sure you do not have too much tension on your 
straps—even “Z O” plaster may cause blistering 
when so applied, and always leave apertures 


through which secretions may escape-—Bernays’ 
Golden Rules of Surgery. 
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FALLACIES OF “THE HIGH ENEMA” AND 
THE RECTAL TUBE. 


C. C. Mecuiino, M.D., 


PITTSBURGH, Pa. 


The use of the rectal tube, in the treatment of 
many rectal diseases and in rectal feeding, is now 
universal. The caliber, length and stiffness of the 
tube best suited for these different purposes have 
never received enough consideration and have never 
been agreed upon. 

Difference in opinion arises from the belief that 
a rectal tube can be passed beyond the rectum. It 
is common to read on the clinical order sheet “give 
a high enema” or to quote from a journal the fol- 
lowing in the treatment of mucous colitis: “A rubber 
tube, the length varying from fourteen to seventeen 
inches, according to prescription, is passed into the 
bowel by an experienced attendant and the pre- 
scribed amount of hot mineral water is allowed to 
flow from a jacketed cylinder, etc.” It is believed, 
too, that small-sized and softer tubes can be carried 
beyond the rectum by filling the rectum with water, 
or by allowing water to flow through the tube while 
being advanced. 

I have experimented with different varieties of 
tubes and found uniform results. When large and 
small catheters and softer tubes have been inserted, 
after having passed through the anus, there is but 
little resistance during the rest of their introduction. 
There may be some resistance offered when five or 
six inches of tube have been inserted, but usually 
not, and it can be continued until the whole tube 
is in the bowel. 

Those tubes will always be found to be coiled up 
in the rectal cavity as I have proven by passing my 
finger, by introducing a proctoscope alongside, and 
by radiographing. This invariably happened 
whether the rectum had been distended with water 
or not. I have passed the proctoscope into the rec- 
tum and through it, passed the tubes, and observed 
that they always bend and coil back on themselves 
when the pelvi-rectal flexure is reached. This can 
easily be observed and is well illustrated by Fig. 1. 


When a stiff tube, such as a Murray rectal tube, 
is used, some resistance can always be detected, 
even when the anus is past, probably due to the 
rectal valves and folds of collapsed rectal mucous 
membrane. This resistance reaches a maximum 
when the tube is introduced five to seven inches. 
(See Fig. 2.) By passing a proctoscope alongside, 
the tube will be seen to be obstructed at the pelvi- 


rectal flexure, and usually when withdrawn it will 
be found “to have its upper end covered, and its 
eye plugged up with solid excrement” as O’Beirne 
first described the condition when experimenting 
with rigid tubes. If the tube is advanced further 
the resistance apparently lessens, and gives one the 
sensation of passing further up into the bowel. 
However, the tubes will be found to be either 
kinked, as shown in Fig. 3, or else coiled in the 
rectal ampulla, as can be demonstrated by touch, 
sight, or by the radiograph. 

The dome, or vault, of the rectal ampulla, is 
about seven inches from the anal orifice—the length 
of the anal canal being one, to one and one-half 
inches, and the rectum four to six inches in length. 
The upper limit of the rectum is marked by a bend 
in the bowel at its junction with the pelvic colon, 
and is due to the falling down of the latter into the 
pelvis. This loop has a long mesentery and allows 
of considerable excursion. It is the movable part 
of the so-called sigmoid colon. It rises into the 
abdomen just before defecation and this straightens 
the above-mentioned bend. One who has much 
practice with the pneumatic proctoscope can observe 
this in about 90 per cent. of the subjects examined. 
If there are pelvic adhesions this straightening proc- 
ess is prevented and an actual kink is formed. The 
rectum has no mesentery and hence is a fixed organ. 
The pelvi-rectal flexure is opposite the body of the 
third sacral vertebra, and is well shown in Figs. 2 
and 3. Distending the rectum and assuming the 
knee-chest position will favor the higher passage, 
but softer tubes cannot be passed beyond the 
flexure. 

The passage of bougies for dilating a stenosis of 
the rectum or pelvic colon would seem to be a mat- 
ter of doubtful accuracy. With the gut distended 
with fluid it might be done and the narrowed part 
entered, but with the safe and easy method of first 
introducing the proctoscope and passing the bougie 
through it, the entire procedure can be conducted 
in plain view, as Tuttle demonstrated and Strauss 
confirmed. The dangers of passing rigid tubes, or 
bougies, other than pneumatic and illuminating in- 
struments, are sometimes very great; and this is 
well illustrated by the following, quoted from 
Dowd’s article on Abdominal Inflammation in the 
June, 1912, number of THE AMERICAN JOURNAL OF 
SurGERY: “In an effort to dilate a sigmoid constric- 
tion, a most experienced and competent specialist 
passed a bougie through the walls of the sigmoid. 
He only suspected that the accident had occurred.” 

Enemata of bland materials, when given slowly 
and at body temperature, easily reach the cecum, if 
the colon is not wholly filled with feces. This has 
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Fig. I—A soft catheter, No. 20 F., passed six inches and 3 pints 
of water allowed to flow through. Catheter was advanced, but no 
resistance was felt. The assistant was certain the catheter was in 
the pelvic colon. 


Fig. IV—Sigmoidoscope passed full length; pelvi-rectal bend 
straightened with pneumatic pressure. Umbilicus marked by coin. 


Fig. II—A Murray rectal tube assed 6 inches above anal orifice, 


where definite obstruction was felt. Tip of tube is opposite third 
sacral vertebra. 


Fig. III—A Murray tube passed ten inches. Marked obstruction : ! eae a 
felt when tube was inserted seven inches; the last three inches ry V—Same as No. 4, with bismuth emulsion injected toe 
is 


were passed in very easily. Rectum widened laterally by kinked the distal limb of the pelvic colon. The rigid tube cannot be pw 
tube, which has not passed the pelvi rectal flexure. beyond the middle of this loop. Arrow indicates the bismuth. 
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been demonstrated with the bismuth emulsion and 
radiographs and on subjects with cecal fistulae. It 
is only necessary to fill the rectum once or twice, 
that is, allowing sixteen ounces to flow in slowly 
and repeat after a short interval. The capacity of 
the rectum, according to Hanes, is fourteen to sev- 
enteen ounces. Whether the retrograde flow is 
made possible by gravity, or whether there is 
retrograde peristalsis is not known, but any tube 
that allows the filling of the rectum is sufficient 
for the purpose and would seem to prove that any 
short, smooth tube of one cm. in diameter and 5-10 
cm. long, is the most useful for this purpose. 

The comparative ease with which a rigid tube 
can be passed through and beyond the pelvi-rectal 
bend, and the great utility of the procedure in the 
diagnosis of obscure, hemorrhagic, inflammatory 
and ulcerative processes, has given the pneumatic 
proctoscope a place among surgeons, gynecologists 
and internists all over the world. It has attained 
the same importance in the diagnosis of conditions 
in the bowel as the cystoscope and laryngoscope 
have in their respective fields. 

The instrument can be passed with almost equal 
facility in either the knee-chest, Sims’ lateral, or the 
lithotomy positions, as Foges so cleverly demon- 
strates in Gersuny’s, Van Noorden’s and other 
Vienna clinics. The discomfort of the first-named 
position is wholly unnecessary and to the female 
patient the advantage of the latter are apparent. 
The thirty centimeter tube will pass well toward the 
middle of the omega-shaped loop of the pelvic 
colon. This loop varies in length from seventeen 
to nineteen inches. The rigid tube stretches the 
mesentery and forms two limbs of this loop. The 
shape and length of the distal limb can be demon- 
strated by allowing a bismuth emulsion to flow 
through the tube and radiographing, as shown in 
Fig. 5. In the average adult the end of the tube 
may be palpated near the umbilicus, as shown in 
Fig. 4. 

Conclusions.—1. A rubber rectal tube, alone, can- 
not be passed beyond the rectum. Rectal valves, 
folds of mucous membrane, or the pelvi-rectal flex- 
ure furnish the obstructions. 

2. There is no enema except the “low enema”; 
the term high enema is a misnomer. 

3. The colon can be filled by rectal injections, the 
fluid being carried by gravity or retrograde peri- 
stalsis, and not by passing collapsible tubes high 
into a loosely supported and collapsible loop of 
colon. 

4, For examination and treatment of these or- 
gans, the easily manipulated pneumatic instruments 
are the only safe and practical ones. 


A METHOD OF DETERMINING THE ExX- 
TENT OF STRICTURES OF THE 
LOWER BOWEL. 

J. M. FRANKENBURGER, M.D., 

Kansas City, Mo. 


In many cases of stricture of the lower bowel it 
is very necessary to determine the exact extent of 
the stricture, in order that one may formulate the 
necessary procedures to be adopted as well as to 
establish the correct prognosis. On account of the 
location of the stricture this is frequently impossi- 
ble of manual or ocular demonstration, without 
anesthesia, and sometimes an exploratory incision 
is necessary. The stricture may be beyond the. 
range of the sigmoidoscope or if it be in the rectum, 
the opening may be of such small caliber as to pro- 
hibit the introduction of the finger or proctoscope. 

After feeding the patient bismuth and injecting 
a bismuth or barium suspension into the rectum 
and sigmoid, with «x-ray photographs and fluoro- 
scopy, a great deal can be ascertained about a case 
which cannot be done by other means. 

If the fluoroscope is used on the patient in the 
horizontal position, a suspension of bismuth or 
barium injected into the rectum can be seen passing 
through the sigmoid and colon around to the cecum 
and any narrowing of the intestine is demonstrated 
by the obstruction to the flow of the solution. 

The technique we use is as follows: Give a bis- 
muth meal consisting of bismuth oxychloride, 2 oz., 
cream of wheat, 10 oz., cream, sugar or fruit juices 
to suit the palate. In twenty-four hours the solu- 
tion will generally be in the colon, and in from 
twenty-four to thirty-six hours in the sigmoid and 
rectum, at which times the pictures should be taken. 


To use the solution injected through the anus, it 
is very essential that the entire colonic tract be first 
completely emptied. A suspension of bismuth oxy- 
chloride or barium sulphate in buttermilk with the 
addition of Fuller’s earth has given us the best sat- 
isfaction. The proportions are bismuth oxychlor- 
ide or barium sulphate 3 oz., Fuller’s earth 6 oz., 
buttermilk 1 quart. This mixture is injected slowly 
into the rectum, the patient lying on his back, using 
either a fountain syringe or an irrigator. Ordi- 
narily as much should be injected as the patient is 
capable of retaining. Wait about ten minutes be- 
fore taking picture. 

As the suspension flows up into the rectum and 
sigmoid, one can readily detect any obstruction to 
the current, the side on which it is located, the cali- 
ber of the stricture, whether annular or tubular, 
etc. Anyone who is skeptical as to whether or not 
a solution injected into the rectum will flow through 
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Plate 3. 


Plate 2. Plate 4. 
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the colon into the. cecum, has but to use the fluoro- 
scope to follow the course of the bismuth suspen- 
sion in its course to have all his doubts removed. 
We have found that it depended upon the amount 
of solution injected as to whether or not it was a 
high or low enema. 

Mrs. L. F., housewife, aged 41 years. Positive 
history of syphilis twenty years ago. Has had rec- 
tal trouble for six years. Complains of inability 
to have movement of bowels; has no results even 
from heroic doses of cathartics. When bowels do 
move, almost all fecal matter passes through vagina, 
from which there is a constant discharge of pus 
and blood. 


Examination, Patient thoroughly septic; tem- 


perature constantly elevated from 99.8° to 102°; 
chills and sweats. Numerous fistulae around anus, 


Plate 5. 


Impossible to in- 


one large recto-vaginal fistula. 
troduce a finger into rectum. 

Left inguinal colostomy performed September 3, 
1912; all fistulae around rectum incised. Imme- 
diately following the opening of the bowel the tem- 
perature dropped to normal, all chills and sweats 
ceased; and the patient’s general condition since 
has been good, having gained twenty pounds since 
the operation. 

A bismuth suspension was injected into the colos- 
tomy opening in the sigmoid, and also through the 
anus into the rectum. As will be seen by picture 
No. 1, the rectum is very small and of the same 
caliber up to.the sigmoid. The large fistula also 
shows plainly. 

Mrs. M. M., colored, aged 29. History of con- 
stipation, with discharge of pus and blood for past 
five or six years. Gives an indefinite history of 
syphilis eight years ago. Patient very emaciated. 
temperature constantly elevated, alternating chills 


and sweats. Diagnosis: Extensive stricture of 
rectum, with numerous discharging fistulae. Rec- 
tum very nearly closed, nothing being able to pass 
through but a small thin stream of fecal matter 
mixed with pus and blood. Left inguinal colos- 
tomy September 18, 1911. The patient’s improve- 
ment following operation was marked. Her physical 
condition is now good, and she has gained over 
thirty pounds since operation. 

Radiograph made January 18, 1913. The bis- 
muth suspension was injected through the colos- 
tomy opening, for the lower end of the rectum was 
too small to admit the tip of imigating point. 

Plate No. 2 also shows in the descending colon 
the bismuth, which the patient has been taking to 
lessen the frequency of the stools. 

W. G., male, white, aged 44 years, single. Had 
syphilis ten year ago. Has had rectal trouble for 
past six years. First symptom was inability to 
move bowels, then discharge of pus and blood. 
Wassermann test positive. 

Examination with sigmoidoscope showed rectum 
small and infiltrated up to and including lower part 
of sigmoid. Rectum would. not inflate with pneu- 
matic proctoscope. Several ulcers on bowel wall. 
See bismuth radiogram No. 3. 

E. C. M., male, white, aged-70. Previous to en- 
tering the hospital had alternating spells of consti- 
pation and diarrhea accompanied by severe griping. 
Pain in left inguinal region. Stool examination, 
negative. 

Anus and rectum found normal as far as the 
finger could reach. Abdominal examination reveals 
a large mass on the left side in the region of the 
sigmoid. Several enemas were given covering a 
period of forty-eight hours. A free bowel move- 
ment followed each enema and at the end of forty- 
eight hours. the tumor had disappeared. Bismuth 
\suspension was injected into rectum and radiograph 
made. Picture shows narrowing of rectum (Plate 
No. 4) at junction with sigmoid. An examina- 
tion with the proctoscope showed the rectum to be 
normal up to the junction with the sigmoid at which 
place a constriction was encountered. 

A bismuth meal was given and in twenty-four 
hours a radiograph made (Plate No. 5). 

Both of these plates show very plainly the de- 
cided constriction at the recto-sigmoidal juncture. 

The X-ray plates also demonstrate a condition 
which I have found present at operation on stric- 
tures of the rectum, viz., the extremely shortened 
condition of the sigmoid. In all my cases of colos- 
tomy for severe rectal strictures, which were evi- 
dently luetic in origin, instead of the long, freely 
movable sigmoid normally present there was found 
a short sigmoid, and in one instance it was ex- 
tremely difficult to bring enough of the bowel up to 
secure a good spur. I have been unable to find any 
mention of this condition in any of the literature, 
and inasmuch as I am not able to reason out how 
the lesion in the rectum can cause a shortening of 
the sigmoid mesentery I conclude that the condi- 
tion existing in my cases has been a coincidence. 
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NOTES ON TRAUMATIC RUPTURE OF THE 
INTESTINE.* 


J. P. Crevetine, M.D., 
Ausurn, N. Y. 


The high mortality attendant upon rupture of the 
intestine, with the associated trauma, marks it as 
one of the most grave conditions occurring in sur- 
gery. Trauma sufficient to cause the lesion usually 
carries with it a degree of danger at times of no 
small significance entirely independent of the bowel 
injury, and a factor which shares very largely in the 
ultimate termination of the case. 

In no branch of surgery are more prompt and 
active measures called for than in intestinal rupture, 
with the bacteria-loaded gas and fermenting con- 
tents of the bowel pouring out into the peritoneal 
cavity. The profound shock and rapidly following 
septic peritonitis ask for quick relief, and upon the 
time of operation will largely hinge the result. As 
soon as a reasonably sure diagnosis can be made 
shock, while severe, is no bar to operative work. 
The sooner the hole in the intestine can be closed 
and the peritoneum made clean the quicker will the 
shock lessen, and the greater the chance of re- 
covery. 

The location of the lesion may have some bear- 
ing on the case. It has been well demonstrated by 
observation that the bacteria found in the proximal 
end of the alimentary tube are much less virulent 
in their action than those found lower down. Ex- 
perience has shown that bacteria infesting the bowel 
at or near the beginning of the digestive process pro- 
duce a less active and fatal peritonitis than those oc- 
cupying the tract at or near the completion of the 
long and complex process. A location diagnosis is, 
however, often too uncertain to be considered, and 
it is quite sufficient to be reasonably sure a rupture 
has taken place anywhere in the tract. It is not my 
desire to attempt a full discussion of the lesion, 
but rather to invite attention to some of the ana- 
tomic conditions that predispose to its occurrence. 

When a man enters the employ of a railway com- 
pany he is supposed to be practically sound. In 
case of injury and liability suit I believe the court 
and jury assume he was a sound man, and if a ver- 
dict for damages be obtained the amount of such 
verdict is based upon the presumption that he was 
free from physical infirmity or defect previous to 
the injury. Now, certain structural changes may 
exist anywhere in the alimentary tract that cannot 
be recognized by mere external physical examina- 


* Read at the 22nd annual meeting of the New York and New 
England Association of Railway Surgeons. 


tion, and yet render it much more susceptible than 
normally to injury and rupture from external vio- 
lence. 

Diverticula when present in large numbers, or a 
single one if large, may greatly lessen the resistance 
of the corresponding part of the bowel wall. One 
of these herniaform protrusions with more or less 
constriction at the neck renders collapse of the wall 
slow and difficult, and exposes it to increased danger 
by violence applied to the exterior of the abdomen. 
The same is true when numerous small ones exist, 
especially if localized to a small part of the viscus. 
It is well known that these are very numerous at 
times, even running into the hundreds. Such clus- 
ters are always a menace to the function of the 
bowel and the integrity of its wall. Most is to be 
feared, I think, from the large form where the 
muscularis has been divided for some length and 
the mucous covering pushed through, forming a 
large pouch. In such instances the wall is deprived 
of the muscular coat and the power of accommoda- 
tion to external force is less than normal. 

The largest diverticulum of this kind I have seen 
was the size of a small orange and located on the 
anterior aspect of the cecum. The neck was much 
contracted and the covering extremely thin. One 
could but be surprised that it had not given way 
from internal pressure. At operation, this was 
folded upon itself, stitched down and inverted. 

All the fair-sized diverticula I have seen were 
situated upon the large intestine. As these pro- 
trusions produce no symptoms, as a rule, by which 
they may be recognized, and usually no symptoms 
at all, their presence is generally determined when 
the abdomen is opened for some other purpose or 
at autopsy. Other pathologic changes may predis- 
pose to rupture, as for instance, deep ulceration, 
which may be present without specific symptoms 
or only vague indications of digestive disturbance. 

I now recall a man who some years ago caused a 
break in a gastric ulcer by a misstep in a mill. The 
sudden jar and convulsive action of the muscles 
were the only observable cause. This man was able 
to work up to the time of the occurrence; he had 
complained only of having some indigestion. 

Tuberculosis is usually more or less diffused over 
a considerable extent of surface, but there comes 
to my mind now a girl sixteen years old whom I 
operated upon for intestinal obstruction. The cause 
was found to be a tuberculous deposit not larger 
than an olive. The bowel was folded upon itself 
which, with some inflammatory product, completed 
the obstruction. Between the folds was an ulcer- 
ated patch extending through the serous and mus- 
cular coats. There had been no serious inconve- 
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nience up to the time the bowel closure became quite 
complete. 


Partial stenosis or even a normal bowel unduly 
distended ruptures under external force much easier 
than one in a state of partial collapse. Pain and 
shock, when rupture takes place, are usually severe, 
and septic peritonitis, which almost immediately fol- 
lows, is attendant with much prostration. As an 
example of tolerance I wish to mention the follow- 
ing case: 


In 1895, as I was leaving the hospital one morn- 
ing, a man of twenty-five walked in with both hands 
supporting the abdomen and complaining of much 
pain. He said he had been struck on the abdomen 
by a whiffletree on the previous morning; that he 
had been in great pain since, which increased 
rather than diminished, and that he had walked two 
miles that morning to get to the hospital. There 
was some distension, marked rigidity and the abdo- 
men was very painful to slight pressure. The cav- 
ity was immediately opened, there was general sep- 
tic peritonitis, with the bowel well stained by fecal 
material. In the ileum was a small round punc- 
ture, through which were escaping gas and fecal 
matter. The wound in the bowel was closed and 
the peritoneal cavity was made as clean as possible, 
but the patient died on the fourth day. The case 
also gives emphasis to the importance of early oper- 
ation. 


The following case was of interest to me because 
the symptoms were so markedly those of rupture. 
A man, thirty-five, was admitted to the hospital, 
and the statement was given that he was running 
a circular saw in one of the factories when in some 
way the end of the board he was sawing was caught 
by the saw and swung forcibly round, delivering 
an oblique blow upon the upper half of the abdo- 
men. Shock was most pronounced, he was semi- 
conscious, but exhibited great pain. He was kept 
under observation an hour, when it was seen he 
was passing into collapse. Rupture was suspected, 
but when the abdomen was opened, none was 
found. A large surface of four coils of the small 
intestines adjacent to the wall that received the 
blow were largely denuded of the serous covering, 
which was ragged and torn. In appearance it much 
resembled a severe abrasion of the skin. The peri- 
toneal coat of the abdominal wall was intact. The 
interest lies in the stripping off of such a large patch 
of the serosa by merely external trauma. 


It is quite well known that in traumatic rupture 
the peritoneal coat is usually the first to give way 
or tear, and I have seen instances where both the 
serous and muscular coats were torn and the 
mucous membrane remain whole or even protrude 
through the rent in the other two coverings. All 
severe abdominal wounds produce a good deal of 
shock with prostration, both of which at times help 
to render a satisfactory diagnosis difficult, at times 
even to determine whether the intestine is involved 


in the injury or some other organ is suffering from 
the violence. 

Some time ago I saw a man for operation with 
supposed intestinal rupture and septic peritonitis, 
He had received a blow over the upper right iliac 
fossa and soon passed into semi-collapse. Some 
three hours passed before I saw him. The abdo- 
men was much distended, there was some pain and 
tenderness to pressure, with the ordinary signs of 
peritonitis, but while the distension was extreme, 
the percussion note was flat. The peritoneal cavity 
was opened and found filled with blood. Further 
search disclosed a right misplaced ruptured kidney 
in the upper part of the right iliac fossa. Inquiry 
of friends elicited the fact that loose kidney had 
been diagnosed a number of times. 

My experience leads me to infer that after an 
injury to the abdominal surface, if shock and ex- 
haustion are pronounced and progressive and the 
abdomen becomes distended within a very short 
time, the case is probably one of hemorrhage due 
to lesion of some of the larger blood vessels of the 
viscera. 

A marked illustration of the above statement 
came under my observation a few days ago. A 
bullet entered the peritoneal cavity through the lum- 
bar region about one inch above the crest of the 
ilium. It was presumed that it had passed directly 
through the wall and probably one or more of the 
intestinal coils, but upon inspection of the cavity 
and its contents it was found to have passed up- 
ward through the kidney near the pelvis dividing 
the renal vessels. In this case the abdomen became 
well rounded within an hour from the time of in- 
jury, and also the left chest became filled by blood 
passing through a perforation of the diaphragm. 

An early and careful examination, I think, will 
differentiate prostration due to hemorrhage from 
that due to trauma. 

In the cases of intestinal perforations due to 
trauma that have been brought to my notice shock 
has been severe, even bordering upon collapse, with 
feeble and usually irregular pulse, characteristic 
facial appearance, seldom vomiting, but agonizing 
pain spreading over most of the abdomen, which is 
quite characteristic of rupture. I have seen cases 
reported where all the above symptoms were de- 
layed for many hours, but this has not been my 
experience, and I merely mention the fact. 

While a perforation may be of any size or shape, 
those due to blows upon the exterior of the abdo- 
men that have come under my care have been small, 
so much so that in some instances they were diffi- 
cult to locate, and circular or nearly so, in shape. 

The location has been the small intestine, while 
those produced by crushing, as betweeen car bump- 
ers or heavy machinery, have involved the large 
bowel as well, and the rents have been much larger. 

As to the closing or suturing of the wound, I 
know of no method or stitch that possess any special 
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virtues. The one that will close the gap quickest 
and securely is the best. The one I have used a 
number of years and have no reason to regret using, 
is the ordinary overhand stitch, passing through the 
serous and muscular coats so as to invert the mar- 
gins of the wound and bring the serous surfaces 
well together. A second row may be taken with 
tissue economy. In case a running or continuous 
stitch is taken, a second row may reverse the first, 
which makes a very complete closure, accomplished 
in but little time. It is applicable to all forms of 
rupture, without regard to location or size. and 
brings the edges of the wound in better apposition 
with less deformity to the bowel than ary other 
method with which I am familiar. 


GAS BACILLUS INFECTION.* 
DonaLp GuTHRIE, M.D., 
SayYRE, Pa. 


Gas bacillus infection is comparatively a rare dis- 
ease, but it is of interest to all surgeons who are 
engaged in treating cases of trauma because of its 
high mortality, its great destruction of tissue, its 
rapid onset, and its demand for early recognition 
and prompt measures of treatment. 

It is a disease now acknowledged to be caused by 


the bacillus aerogenes capsulatus, a capsulated non-— 


motile anaerobic organism occurring in pairs or in 
chains and staining by Gram’s method, although 
there has been much confusion in the past as to 
whether the bacillus of malignant edema or bacillus 
aerogenes capsulatus was the cause. 

Frazier, in Keen’s Surgery, gives the following 
historical review of the subject: 

Maisonneuve in 1853 described a gaseous phleg- 
mon under the name of gangréne foudroyante. 

Pirogoff in 1864 called it primary mephitic gan- 
grene, an acute gangrenous edema. 

In 1871 Bottini proved the infective nature of 
the disease. In 1877 Pasteur described it as vibrion 
septique. Several years later Koch and Gaffky 
found the same organism in the human body and 
named it bacillus of malignant edema. 

In 1891 Welch and Nuttal discovered a bacillus 
in the blood and tissue and called it bacillus aero- 
genes capsulatus. 

Fraenkel in 1893 reported his bacillus phlegmones 
emphysematosae, which has been proven to be iden- 
tical with the bacillus aerogenes capsulatus. 

This organism is found in the soil, in the intes- 
tinal tract of man and animals, in dust from floors, 


* Read at the 22nd annual meeting of the New York and New 
England Association of Railway Surgeons. 


by Walker; in an old cesspool by Harris; and upon 
the skin by Welch. 

Gas bacillus infection was found to occur in but 1 
of 5,802 cases treated in Bellevue Hospital from 
1909 to 1911. Lathrop, of Hazelton, in an active 
accident service has seen but seven cases. Wain- 
wright, of Scranton, in another surgical hospital 
has seen but five cases. Wilkins, four years super- 
intendent of the Wilkes-Barre City Hospital, sit- 
uated in the heart of the hard-coal regions, has 
never seen a case, although two of the cases re- 
ported here occurred in that hospital in 1905. No 
case ever developed in St. Mary’s Hospital, at Roch- 
ester, Minn., in many thousand surgical cases, few 
of them traumatic, however. 

The type of injuries which favor its production 
are wounds of force, compound fractures, crushing 
injuries, gunshot wounds, although the disease his 
been known to have developed after clean surgical 
operations, in the administration of salt solution, 
subcutaneously, and obstetrical cases. Wounds 
where the infection is driven into the tissue are 
more favorable to its production because of the 
anaerobic character of the bacillus. 

Welch estimates the mortality as 59 per cent.; 
Klotz, 50 per cent.; Stewart, 55 per cent. In 25 
cases reported by Cramp, of Bellevue, there was a 
mortality of 44 per cent.; 50 per cent. in the cases 
reported here. 

The older methods of treatment were high ampu- 
tation, done, however, late, after thorough treat- 
ment of the wound locally, but unfortunately in 
most cases after toxemia had developed. This tox- 
emia is rapid and profound, and amputation done 
late will not save the patient. 

Frankel, Koenig and Cramp have employed a 
more conservative form of treatment with better 
results. It is the free use of an oxidizing solution, 
as potassium permanganate or hydrogen peroxide, 
and exposing the wound freely to the air without 
dressings whenever possible. 

Cramp, in a recent and excellent paper (Annals 
of Surgery, October, 1912; Vol. LVIL., No. 4), re- 
ports the results of 25 cases treated at Bellevue, 
and the latest literature reviewing 187 cases re- 
ported. He treated eight cases of undoubted gas 
bacillus infection (having found the organism in 
smears taken from the wound) by the conserva- 
tive method—the prompt use of hydrogen peroxide, 
and discarding all dressings, with supportive meas- 
ures—without a death. In the other 17 cases, 
treated by amputation and incision, without the 
oxidizing solution, there were eleven deaths, or a 
mortality of 32.5 per cent. There were nine ampu- 
tations with six recoveries, 66 2-3 per cent. In his 
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review of 187 cases he found a gross mortality of 
48 per cent. There were 50 amputations, with 18 
deaths and 32 recoveries, a mortality of 30 per cent. 
Conservative measures, incision and irrigation, were 
employed in 30 cases, with only 3 deaths, and these 
from complications, one from tetanus, one second- 
ary hemorrhage, and one from mixed infection 
twenty-five days after injury. Nine other cases of 
superficial infection about the trunk were treated 
conservatively, with recovery. 

The types of the wounds in the 187 cases were 
the following: 

78 compound fractures. 

41 extensive lacerated wounds and crushes. 

21 post-operative. 

15 gunshot wounds. 

8 subcutaneous salt solution. 

6 obstetrical operations. 
6 non-traumatic. 

3 animal bites. 

2 gorings by animals. 

5 unclassified. 

Case I. September 15, 1905: In another hos- 
pital C.W. Age 35. Train rider. Was injured 
by being thrown off freight train. Crushing injury 
of left leg and foot, from middle third down to 
foot. Tissue badly pulpified. Had lost much 
blood before he was found, and was in deep shock 
when admitted to the hospital at 11 p.m. It was 
thought best to treat the shock, and wait until morn- 
ing before amputating. Operation not performed 
until noon next day. During the morning the pa- 
tient complained of great pain in the leg, and had 
a temperature of 102.5°. At the time of operation 
the skin above the crush was found to be edematous 
and of a greenish color; several small blebs had ap- 
peared. Amputation in the upper third. In after- 
noon, complained of great pain; temperature, 
102.5° ; began vomiting ; wound dressed in the even- 
ing; flaps found to be badly swollen, edematous, 
and of a greenish-yellow color. There was a 
bloody discharge of foul odor. The sutures were 
cut and the flaps separated ; gas bubbled freely from 
the wound. A diagnosis of gas bacillus infection 
was made, and the wound dressed with hot weak 
mercury bichloride solution during the night. In 
the morning the man was very sick; temperature, 
103; pulse, 130; respiration, 30. The process had 
extended to the knee, and there was much gas 
escaping from the wound. Amputation at the lower 
third of the thigh was quickly done, but the patient 
did not rally, and died that afternoon in deep toxe- 
mia. No attempt was made to isolate the bacillus. 

Case II. March 10, 1906. Same hospital. G. 
F. Age 42. Fell off the roof of a barn he was 
repairing and sustained a compound fracture of 
both bones near the wrist joint, with backward dis- 
location of the hand. He was admitted to the hos- 
pital at noon, four hours after the injury; he was 
etherized soon after admission, the wound thor- 
cughly cleansed, the fracture and dislocation re- 
duced. That evening he complained of great pain 


in the arm. The dressing was removed and the 
wound inspected. His condition seemed satisfac- 
tory. Much pain during the night; temperature, 
102°; pulse, 120. In the morning the arm was 
greatly swollen, and the pain continued. In the 
afternoon the tissues about the wound were emphy- 
sematous and of a greenish-yellow color. The dis- 
charge was bloody and very foul. The wound was 
dressed frequently, and the patient was kept under 
morphine. The following morning the process had 
extended to the elbow; the patient was very sick, 
and in great pain; temperature, 103°; pulse, 134; 
respiration, 30. Amputation at the lower third of 
the arm. Death that evening in deep toxemia. 

Case III. A. L. Age, 33. Admitted to Packer 
Hospital, April 18, 1910. Foreigner; member of 
section gang on the railroad. Compound fracture, 
lower third of right tibia; wound thoroughly cleaned 
and fracture reduced. Twenty-four hours after 
the injury, he complained of great pain in the leg; 
temperature, 101.5°. The wound was inspected at 
once; it was found to be swollen, with the forma- 
tion of a few blebs, with slight crepitation. Dress- 
ings removed, multiple incisions made through the 
skin in the neighborhood, and a continuous bichlor- 
ide of mercury 1-20,000 drip started, and the wound 
was left exposed without covering. The trouble 
subsided within thirty-six hours, and the final re- 
sult of the fracture was satisfactory. The gas bacil- 
lus was found in a smear taken from the sight of 
the fracture. This case was undoubtedly of the 
superficial form. 

Case IV. C. W. Age, 17. Admitted to Packer 
Hospital, March 19, 1911, at midnight. Train rid- 
ing, he jumped and fell under the wheels; he was 
found some time after the injury, and admitted to 
the hospital in deep shock. He had a crushing 
injury of both legs, lower third, and feet. Treated 
during the night for shock; operation at noon the 
next day. Condition not good. Double amputa- 
tion at junction of the middle and upper third of the 
legs. At the time of operation it was noticed that 
the skin above the injury had a greenish-yellow 
color and that a few blebs were present. Consider- 
ing the possibility of gas bacillus infection, the flaps 
were held together with two sutures and a higher 
amputation was not performed because of the bad 
condition of the patient. 


He complained of great pain during the night, 
and in the morning became very ill; temperature, 
104°; pulse, 156; respiration, 28; very restless. 
Both stumps were found to be edematous, with gas 
bubbling out of the wounds and foul red discharge. 
All dressings were removed and the flaps were 
widely separated, multiple incisions were made in 
the skin about the stumps, and a continuous bichlor- 
ide of mercury 1-20,000 drip started. The boy had 
stercoraceous vomiting, became wildly delirious, 
and was kept in bed with difficulty. 


For the next eight days he was very ill; temper- 
ature running from 100° to 105°, controlled by 
sponging; pulse, 120 to 160. On the ninth day the 
temperature returned to normal and remained so. 
The gas bacillus was found in smears taken directly 
from the line of incision. The skin sloughed away 
far above the ends of the bones, and the tissues 
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became necrotic, so that when healthy granulations 
began to appear the ends of both bones of each leg 
protruded two inches or more beyond the flesh. 

On May 19, 1911, two months after the injury, 
he was etherized, the granulations and soft parts 
freed, and the bones cut off by a Gigli saw as near 
the knee joint as possible. The new stumps were 
allowed to granulate, and at different times skin 
grafts were taken from the patient and his friends 
to cover the denuded area. 

He was discharged from the hospital July 19th, 
just four months from admission, the stumps al- 
most healed over. Two months from that time he 
was entirely healed, and to-day he is working in a 
printer’s shop, with two artificial limbs; and he gets 
about very well. This is the only case I can find 
of deep gas bacillus infection affecting more than 
one extremity that recovered. 


In his review of the 187 cases Cramp brings out 
the following points: 

1. The incubation period is very short. 

2. There is a superficial form, easily combated, 
and a deep form, which requires prompt and ener- 
getic treatment. 

3. More conservative methods should be em- 
ployed in the treatment. 

4. Oxygen should be used in some form, prefer- 
ably by hydrogen peroxide. 

5. Extreme pain coming on during the first 
twenty-four hours following a severe injury, and 
sudden rise in temperature, may be the first symp- 
toms of gas bacillus infection. 

6. Smears should be taken from the original 
wound, and not from a distant point. 

7. Early recognition is the keynote in combating 
the condition. 

In my very limited experience with the condi- 
tion I can only agree with Cramp, and would urge: 
that the chance of this infection, even though it 
is rare, be considered possible in all traumatic 
wounds; that, as a prophylactic measure, deep lac- 
erated wounds, compound fractures and crushing 
injuries should be washed out well with an oxidiz- 
ing solution, as potassium permanganate or hydro- 
gen peroxide; that, in the event of pain developing 
later out of proportion to the extent of the injury, 
with fever and rapid pulse, the wound should be 
inspected at once, and smears should be taken from 
the site of the wound and a search made for the 
bacillus. If it is found, the conservative plan of 
treatment herein described should be tried before 
amputation is decided upon. 

Since writing the above I have received the re- 
ports of three more cases of gas bacillus infection, 
through the kindness of another surgeon: 

J. M., 23 years old, track laborer. Run over by 
train; crushed thigh. Attempt to save leg. On 


fourth day gangrene and emphysema. Amputation 
of thigh on fourth day, with extensive slashes to 


groin. Hot iodine dressing. Died four days after 
operation from sepsis. 

C. O. J., 53 years old, flagman. Run over by 
train. Operation day after admission. Gritti am- 
putation: Leg gangrenous, but no sign of emphy- 
sema; twelve hours after operation emphysema in 
thigh. Large incision and iodine dressings. Death 
twenty-four hours after amputation, with sepsis and 
general emphysema. 

T. V., 37 years, miner. Caught in fall of roof 
in mines. Leg crushed. Attempt to save leg. Six 
days after injury gangrene evident, but no emphy- 
sema. Emphysema a few hours after amputation. 
Incision and hot dressing. Died two days after 
amputation. 


UTERINE FIBRO-MYOMA IN PREGNANCY. 
CASUISTIC MEMORANDA.* 
GeorcE A. HENnpon, M.D., 
LouIsvILLE, Ky. 


A female, aged 19, married, since the birth of her 
first and only child twenty months previously, had 
suffered from almost constant pain in her head, back 
and lower abdomen. About a year ago the diagno- 
sis of appendicitis was made by another surgeon, 
and her appendix was accordingly removed; but 
the symptoms were not relieved thereby. 

Menstruation was ‘re-established one year after 
delivery, but was irregular, profuse and painful. 
She last menstruated about the first of March. 
Pelvic pain continued, and an abdominal enlarge- 
ment was noted. A provision diagnosis of uterine 
fibroma was made and surgical intervention recom- 
mended, which was undertaken May 14, 1913. 

Abdominal incision revealed an enlarged, soft, 
symmetrical uterus rising well above the true pel- 
vis. At this juncture the diagnosis was altered to 
that of a four months’ pregnancy, and the abdom- 
inal incision was closed. Twenty-four hours later 
the woman was delivered of a six weeks’ 
fetus. When dismissed from the hospital her 
uterus was practically the same size as when 
admitted. She was advised to return later 
for a subsequent operation, our conclusion being 
that we had to deal with an interstitial myoma com- 
plicated by pregnancy. 

Cases of this kind present unusual diagnostic 
difficulties, there still remaining a so-called twilight 
zone in the diagnosis between uterine fibroma and 
pregnancy, which requires further orientation. In 
analyzing this case one is struck with the blending 
of symptoms. The patient had not been well since 
the birth of her only child twenty months previ- 
ously, headache, backache and pain in the lower 
abdomen being prominent symptoms. So great had 
been her abdominal discomfort that her appendix 
was removed, and it is probably the surgeon who 
operated at that time attributed the uterine enlarge- 
ment to subinvolution. Six months later menstru- 
ation returned, with metrorrhagia, profuse and ir- 
regular flow, her last menstruation occurring six 


* Clinical Report before tke Louisville Surgical Society. 
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weeks before I saw her. There had been no nausea 
nor other sign of pregnancy except cessation of the 
menses. She was strongly insistent that some- 
thing further be done to relieve her suffering, and 
came to Louisville from a long distance for that 
purpose. She had been disappointed in obtaining 
relief following one operation, and felt that addi- 
tional consideration was due her. When the abdo- 
men was incised under the diagnosis of uterine 
fibroma, and the large, soft, symmetrical uterus 
presented, we were much chagrined at what ap- 
peared to be a serious error; and twenty-four hours 
later when a six weeks’ fetus was expelled we 
viewed the occurrence as an extenuating circum- 
stance. 

I recently saw another case of uterine fibroma 
complicating pregnancy at full term, as an emer- 
gency. Such formidable complications were pre- 
sented as placenta previa, transverse presentation, 
a dead child, and a large subserous fibroid. The 
memory of that case has acted upon my mind as a 
strong argument against permitting known preg- 
nancies complicated by fibroids to proceed to full 
term. Another case seen in consultation had a 
decided medico-legal phase: The woman had 
given birth to a normal child without unusual event. 
Four weeks later while a standing passenger in a 
street car she was thrown to the floor by a sud- 
den starting or stopping of the car. Following 
the accident she had uterine hemorrhage, whereas 
there had been none previously. Upon examina- 
tion the presence of a small subserous fibroma was 
detected. The patient was later operated upon by 
another surgeon, who removed the tumors (there 
proved to be serveral) by myomectomy. 

The two most important questions in connection 
with this subject are: (a) diagnosis, and (b) 
treatment. I know of no reliable physical means 
by which intrauterine gestation may be definitely 
recognized before the third month, except there 
be present a group of the well-known classical 
signs. In the absence of these, I would regard 
cessation of the hemorrhage usually accompanying 
fibroid tumors as the most significant occurrence; 
but more often than otherwise the flow continues. 
Therefore, we are compelled to rely upon the ex- 
ception to the rule to prove not the rule, but a 
personal hypothesis. 

The chief question in connection with treatment 
is whether to allow the pregnancy to advance to 
full term, and remove the tumor later; to produce 
a miscarriage, and later remove the tumor by myo- 
mectomy; or to perform a complete hysterectomy, 
removing the uterus with its contents and pathology 
at once. 


The ideal plan is to conduct the pregnancy to 
term, and after involution has occurred, remove the 
tumor by myomectomy. We can only hope to at- 
tain that ideal in the case of a subserous growth. 
Myomectomies have been recorded as being per- 
formed during gestation without disturbing the 
pregnancy, but such a plan involves too much haz- 
ard to the fetus to be regarded as ideal. 


AN INEXPENSIVE SAFETY RAZOR 
SCALPEL. 
JeRoME WAGNER, M.D., 
New York. 

Dr. John B. Murphy, of Chicago, has recently 
been using an efficient scalpel consisting of a safety 
razor blade and a special handle. This gives the 
surgeon an instrument always ready to cut. 


Fig. 1. Showing blade holder opened. Blade slips into B and is 
locked by pushing D back into C 


I have supplied myself with a safety razor blade 
sharpener handle, which can be purchased at any 
cutlery store for thirty-five cents, and answers the 
purpose of the special handle which costs four times 


Fig. 2. Showing blade holder closed with blade (B) in place and 
ready for use. 


as much, and in addition can be used with any 
safety razor blade, whereas the handle devised by 
Murphy is made in two different models, to accom- 
modate the different blades. 


Dept. of Surgical Sociology 


THE SECRET DIVISION OF FEES. 
S. E. Lamsert, M.D., 
SPOKANE, WASH. 

Secret fee-splitting is a subject that has been fre- 
quently discussed, but most inadequately consid- 
ered. Dishonesty and rapacity are the motives 
usually ascribed, but the causes of it are not so 
superficial; they are worthy of full consideration 
and must be dealt with wisely and broadly. The 
practice is widespread and not confined to any one 
section of the country, to the competent nor io the 
incompetent, to the honest nor to the dishonest. 
It is considered entirely ethical in the legal pro- 
fession and is the usual practice there. 

The causes are many: } 

From a natural and laudable ambition for expe- 
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rience and financial profit in a country where pub- 
lic opinion, the law and the profession permit every 
licentiate to practice surgery whether competent or 
incompetent, such a development is inevitable, and 
as such is a symptom and not a disorder. 

Overcrowding of the medical profession is a 
large contributing factor. 

A sense of justice to the family practitioner plays 
a part, though a small one. 

Lack of acknowledgment of surgery as a spe- 
cialty by both the profession and the public; theo- 
retically, surgery is an admitted specialty, but un- 
fortunately in practice it is not so recognized as 
yet. 

The ignorance of the patient to whom to go for 
surgery, hence his dependence upon recommenda- 
tion by friends and his family physician. 

The common and unfair collection of unreason- 
ably large fees by specialists; by this is meant a 
fee that is out of proportion to the services ren- 
dered in comparison to those of the family physi- 
cian who first saw the patient, recommended sur- 
gery and bears a large part of the responsibility 
and possible blame. All of us have seen many con- 
spicuous examples of this. Frequently after set- 
tling with the consulting specialist or surgeon, the 
patient has nothing with which to pay the physician 
or else feels that he can wait until a more conven- 
ient season. The disproportion between medical 
and surgical fees has for some obscure reason come 
into practice and is accepted by laymen as well as 
by physicians, and is in radical need of adjustment. 
A patient who willingly pays a large sum for the 
removal of gall stones or an appendix, will often 
seriously object or absolutely refuse to pay nearly 
as much for treatment, by the same man, requiring 
more time and skill, when the illness has been non- 
surgical. 

The open hospital, like the broad licensing fea- 
ture of our states, which permits any and every le- 
galized practitioner to operate regardless of ability 
or training, lending its name and shielding the in- 
competent. 

Dishonesty plays a minor part but a most pain- 
ful one. No physician who recommends a patient 
to a surgeon who would not himself under similar 
circumstances go to that surgeon for treatment for 
himself or his family can be classed as honest. 
Whether he recommends that patient to the sur- 
geon or specialist because of friendship, good fel- 
lowship, a share of the fee, or any reason whatso- 
ever other than the patient’s own best interest, he 
is not acting fairly with that patient. Practitioners 
who scorn to divide a fee, yet refer, for business 
or other reasons, patients to specialists to whom 
they would never go themselves, are reprehensible. 

The evils of fee division are few but marked: 

Harm may be done to all concerned: to the gen- 
eral practitioner himself and to his fellows, because 
he cheapens his own work; to the patient, because 
the temptation is great to send him to the less capa- 
ble operator who will secretly divide the fee; to the 
surgeon, because, oftentimes, he will be unable to 
retain for himself an adequate fee and thus be de- 
prived of the means with which to keep himself 
well informed and physically capable. The dishon- 
est recommendation for needless surgery hardly 


deserves consideration here, for though we close 
this one avenue of pernicious activity, so many 
others are open that the end result is much the 
same. 

The benefits of secret fee division are few but 
important : 

The financial temptation to operate under disad- 
vantageous circumstances by the incompetent man 
is much lessened, provided he knows where he can 
get good surgery for his patients and yet not lose 


all of the fee. 


Greater surgical opportunities are rendered avail- 
able to a few men and thus greater ability results. 

Secret fee division is often the only and always 
the easiest method of adequately recompensing the 
family physician for his services before and after 
operative treatment and for his share of the re- 
sponsibility. 

In order to bring about conditions more nearly 
ideal, many things must be done. Some of them 
can be accomplished easily and quickly, others only 
after years of effort and education on the part of 
the physicians and of the public. 

Publicity is the most powerful as well as the most 
ready weapon at hand. Publish the name of each 
physician who does not divide fees and the effect 
will at once be pronounced. 

Legal suppression of secret fee division is being 
attempted and will undoubtedly eliminate much of 
the practice, but it does nothing toward removing 
the conditions which have brought it about. 

Higher standards of education, with diminution 
of the number of medical graduates, are essential 
and are in process of accomplishment, but will 
hardly affect the present generation of practi- 
tioners. 

The establishment of standards of efficiency 
must be brought about. State and national med- 
ical associations should definitely say what training 
and accomplishment will justify the designation of 
physicians as “Qualified in Surgery,” in obstet- 
rics, in mental and nervous diseases, in pediatrics, 
etc. Examinations can be conducted by our asso- 
ciations and proficiency in surgery, in obstetrics 
and other specialties may thus be given recognition. 
The public can then know definitely to whom to go 
for exceptionally skilled service. It must be real- 
ized that the layman now has absolutely no crite- 
rion by which to estimate the ability of the men 
within his reach, nor have we ever set a standard 
for any specialist. Our organizations will thus be- 
come strengthened and the profession will then 
cease being guilty of contributory negligence. In- 
dividual physicians will be stimulated to study, to 
attend clinics, to engage in experimental work and 
strive for this recognition. 

Secret fee division is doomed. The profession 
is nearly a unit against it, the public emphatically 
objects to it; but in order to make its death less 
painful and prolonged, we must raise our stand- 
ards, recognize those competent to practice surgery, 
insist on more thorough training, cease licensing 
the recent graduate to “practice medicine and sur- 
gery in all its branches,” and educate the public to 
recognize the value of competent services that are 
strictly medical. 

308 NationaL Bank 
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A CURIOUS IMITANT OF APPENDICITIS. 

In connection with our discussion last month of 
the various conditions with which appendicitis may 
be confounded, in diagnosis, it is interesting to note 
another, just described lesion, which may present 
all the characteristic local signs of appendicitis— 
pain, rigidity, tenderness and tumor. This lesion, 
never before, referred to in literature, we believe, is 
contracture of the psoas parvus muscle. In An- 
nals of Surgery, October, 1913, George R. White, 
of Savannah, reports seven cases, presenting the 
above syndrome, in which he found the cause of 
trouble to be a contracture of the psoas parvus, 
division of the tendon of which and of accessory 


tense bands in the psoas magnus, effected a prompt 
cure. In one of these cases the patient had been 


twice previously operated upon without relief—the 
first time for the removal of her appendix, the sec- 
ond time in a search for adhesions. In one case a 
similar condition, also relieved by operation, in- 
volved the muscle on the left side a year after the 
right one had been divided. White calls attention 
to the absence of fever in all these cases, and the 
absence of intestinal symptoms in all but two of 
them, as of diagnostic importance. 

If pathological contracture of the psoas parvus 
is to find acceptation as a clinical entity, its occur- 
rence will soon be corroborated by other surgeons. 


That it has not earlier been described does not gain- 
say it. The Lane Kink, now so often exhibited, was 
just as common in the many years that it was over- 
looked. Moreover, White’s findings appear by his 
description, to be unmistakable. He writes, for ex- 
ample, ‘““An opening was made through the posterior 
parietal peritoneum and the band cut. So great 
was the tension it snapped loud enough to be heard 
by the assistants” (Case I) “The psoas 
parvus was found in a state of contracture and 
projected forward into the abdominal cavity, re- 
sembling a tumor” (Case II). 


White offers no explanation of the pathogeny of 
this curious contracture in a rudimentary muscle. 


He has, however, done ample service if he has 
established an explanation for the failure of some 
cases of appendicectomy to give the expected re- 
lief, and for some of the puzzling cases of severe 
left iliac pain and tenderness. 

It is of interest to note, although White does not 
himself call attention to it, that all of his cases were 
among females between fourteen and sixty-nine 
years of age.—W. M. B. 


THE CLINICAL CONGRESS OF SURGEONS. 

The third session of the Clinical Congress of 
Surgeons of North America, held in New York in 
November, 1912, established a record in enthusiasm 
and attendance. Chicago, which is this month (No- 
vember 10th-15th), for the second time to hold the 
Congress, is endeavoring to surpass that record, and 
to definitely establish the Windy City as the greatest 
surgical center on the western continent. If this 
be rivalry, it is commendable and desirable. 

The published programme of the Congress indi- 
cates that it will be well worth the sacrifice of time 
for all those interested in general and special sur- 
gery, who can, to attend it. Arrangements are 
being made for special train service and reduced 
rates from various sections; and Chicago surgeons 
will spare no effort to mix hospitality with technical 
skill in entertaining their visiting colleagues. 

The Congress will have an added attraction this 
year in the first convocation, during the week, of 
the recently established College of Surgeons.— 
W. M. B. 


SURGICAL SLANG. 

A recent article by a prominent surgeon in a city 
of much learning, in a medical journal published in 
the same city, refers again and again to the chronic 
appendix. Indeed, the article starts with the query: 
“What is a chronic appendix ?” 

We, too, would ask that question, for we have 
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noted the term in the writings of other well-known 
surgeons. We shall presume, until we are other- 
wise enlightened, that an appendix is always 
chronic, since it exists from some time before birth. 
Removed from the body and put into a bottle, it is 
still a chronic appendix, although by chemical treat- 
ment it may be converted into a chromic appendix. 
If the specimen is passed around for demonstra- 
tion, it may be called a clinic appendix; and a gush- 
ing female student might dub it a cute appendix. 

The “chronic appendix” and “the acute abdomen” 
are acceptable in the spoken slang of the operating 
room. But they are out of place in prepared ad- 
dresses before medical societies, and inexcusable in 
cold print—W. M. B. 

REGINALD H. FITZ. 

American medicine lost one of its most brilliant 
exemplars in the recent death of Professor Regi- 
nald Heber Fitz of Boston. An accomplished 
pathologist and clinician, distinguished as a brilliant 
teacher of internal medicine, his fame will rest 
chiefly upon his description of a surgical disease— 
appendicitis, an accomplishment dating back to 
1886. Less familiar but equally brilliant, was his 
later description of pancreatitis——W. M. B. 


A CORRECTION. 

The address of Dr. Floyd H. Spencer, who con- 
tributed to the October number of the AMERICAN 
JOURNAL OF SURGERY, was erroneously given as St. 
Joseph, “Miss.”; it should have been St. Joseph, 
“Missouri.” 


MASSAGE IN FRACTURES. 

One point deserves emphasis, namely, that it is 
not advisable to give an anesthetic for the purpose 
of setting a fracture until after we have tried 
whether the application of light massage will have 
the same effect. For this purpose the injured parts 
are arranged in the position of least discomfort, 
and this will often be the position already assumed 
by the patient. The operator must also assume a 
perfectly comfortable position, since the manipula- 
tions entail concentration of mind and steadiness of 


body. He may be required to support the patient’s. 


limb with one hand whilst doing massage with the 
other. No attempt must be made to correct any 
deformity there may be until about ten minutes 
have been devoted to massage, after which the cor- 
rection can usually be effected without causing 
pain. In most cases, a radiogram should be taken, 
and the massage may be done whilst it is being 
developed. If the fragments are impacted, i. e., 
locked together, an anesthetic is usually necessary. 
The radiogram may decide the surgeon to do an 
open operation. In all fractures, and especially in 
those about the wrist and elbow, we must note care- 
fully whether there is any paralysis from pressure 
on nerves.—J. J. CLARKE in the Universal Medical 
Record. 


Surgical Suggestions 


Melted vaseline is an important adjunct in the 
transfusion paraphernalia. Frequently applied at 
the site of junction, it minimizes any tendency to 
clot formation. 


As a quick method of cauterizing the appendix 
stump, amputate the organ with knife or scissors 
dipped in pure phenol. 


In case of intractable “dyspepsia” persistent ten- 
derness in the right iliac region is suggestive of 
chronic appendicitis as the cause. 


In edema of the lungs of cardiac origin a small 
dose of morphine often does more good than all 
the stimulants. It may be the only treatment 
needed. 


Glass and tube drains should never be allowed to 
rest against a large bloodvessel (e. g., the epigastric, 
the internal iliac). They may cause fatal erosion. 


If vomiting after a laparotomy persist in spite 
of treatment, especially in cachectic individuals, in- 
spect the wound. Occasionally the cause is pro- 
lapse of abdominal contents through the opened 
incision. 


Subacromial bursitis resulting from indirect vio- 
lence (the usual cause), is often, if not always, 
associated with and due to injury to the supraspin- 
atus tendon. A calcareous deposit often forms in 
the tendon which in the *#-ray plate, must be dis- 
tinguished from fracture of the greater tuberosity. 


A not uncommon cause of persistent pain in the 
knee is bursitis sartorius, semimembranosus be- 
neath the inner hamstring tendon insertions. 


X-ray plates, properly interpreted, are of great 
service in the diagnosis of mastoiditis, acute and 
chronic. Stereoscopy and comparison of the 
pictures of the two sides enhance the value of the 
radiographic examination. 


The occasional occurrence of subperiosteal frac- 
ture of the patella should be borne in mind as a 
possible explanation of continued disability after 
trauma or muscle violence. It is only one of the 
conditions that radiography may elucidate which 
other means of examination of the knee fail to 
reveal. 
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Ira S. Wile, M. D., Department Editor. 


THE CAMPAIGN AGAINST TRACHOMA. 


Investigations into the prevalence of trachoma 
have established the interesting fact that this dis- 
ease is a veritable scourge among the Indians. The 
Public Health Service has demonstrated that 
22.7% of 39,231 Indians examined were suffering 
from trachoma. The condition was most prevalent 
in Indian boarding schools, less in Indian day 
schools and least among reservation Indians above 
and below school age. It is obvious that the gen- 
eral ignorance of domestic hygiene, the occupation 
of one-room huts in place of the open tepees are 
factors in lessening the general health of the 
aboriginal American. With a lack of personal pri- 
vacy, the common use of towels, wash basins, and 
bedding, and the general neglect of all measures of 
personal hygiene, the dissemination of trachoma is 
exceedingly simple. 

Dr. J. A. Stucky has awakened public interest in 
the trachomatous state of American mountaineers 
in eastern Kentucky. His pioneer work in estab- 
lishing a clinic under difficult conditions served to 
arouse the interest of the Kentucky Board of Health 
and the United States Bureau of Public Health. 
His general investigation of underlying conditions 
reveals a sad need of modern hygienic methods. 
The once vigorous natives, locked in their moun- 
tain homes, all but starving on their scanty crops, 
inadequately shod and clothed, dwell amidst open 
sewers, sharing with one another bed clothing, 
towels and disease. While Dr. Stucky has called 
attention to the trachoma problem and _ two 
trachoma clinics have been installed, the medical 
problem has scarcely been attacked. Here again is 
evident the value of social medicine. 

The lessons of sanitation, hygiene, dietetics and 
modern medicine are called, for. Homes must be 
visited, social workers are required to arouse dis- 
couraged souls and physicians must rally to the call 
for help. It is obvious that all attempts to lessen 
the spread of trachoma must be based upon an al- 
teration of the present physical environment. The 
mere removal of tonsils and adenoids or the opera- 
tive procedures called for by trachomatous sequelae 
will not suffice to prevent the further spread of this 
fearful disease of the eye. 

The prevention of blindness from trachoma de- 
mands more than the services of the oculist. It re- 
quires the interest of the social-minded physician, 
the financial support of the community, and the co- 
operation of the United States Bureau of Public 
Health. While funds are being rushed to the 
medical missionaries working in foreign lands, with 
a desire to proselyte, there are within our coun- 
iry many communities, already accepting Christian- 
ity, which are suffering from physical disease. 
Blindness, discouragement, desolation, poverty, 
starvation, demand the institution of general social 


service hospitals with adequate clinical facilities to 
care for our American sufferers. To institute a 
special clinic merely for the care of trachoma is 
to lose sight of the broad hygienic problems of mod- 
ern life. Humane and economic principles require 
the institution of general clinics that will investi- 
gate and care for all the disease of a medical and 
surgical nature which prevail among the poor and 
the isolated. 

The work of Dr. Grenfell in Labrador has been 
an inspiration and indicates what may be accom- 
plished in the restoration of a community to phy- 
sical health through modern social and medical 
agencies. It is not necessary to go to China or to 
Labrador. We need not send workers into Japan 
and Mexico. There is abundant opportunity for 
efficient and necessary medical, surgical and social 
service within our own border. An extention of 
the work of the Public Health Service would aim 
to supply the needs of similar primitive communi- 
ties scattered throughout most of the States of the 
Union where ignorance and poverty are rampant 
through lack of available funds to combat them. 


COUNTY HOSPITALS. 


In the extension of hospital facilities one finds 
State hospitals and municipal hospitals occupying 
a predominant position. The new movement for 
county hospitals has shown itself to be progressive 
and successful. The experience with county hos- 
pitals for the treatment of tuberculosis has demon- 
strated that they are preferable to state hospitals 
for this condition. The care of tuberculosis pa- 
tients near their homes possesses many advantages, 
particularly when there is maintained an out-pa- 
tient service accompanied by the home visitation of 
trained nurses and social workers. The State of 
Massachusetts has passed a law making the estab- 
lishment of local hospitals mandatory, and Indiana, 
New Jersey, Washington, Illinois, Ohio, Maryland, 
Wisconsin, Minnesota and Kentucky have passed 
local hospital laws similar to those enacted in New 
York State. 


The primary principle of county tuberculosis hos- 
pitals is to protect the community from infection. 
The aim to cure tuberculosis is naturally not over- 
looked, but particular stress is placed upon enabling 
the advanced stages of tuberculosis to be cared for 
under hospital supervision, so that home infection 
may be decreased. The plan of merely caring for 
the cases of incipient tuberculosis possesses its 
weakness in the fact that the true contagion bearers, 
namely, the ‘patients with advanced tuberculosis, are 
permitted to remain at home to infect other mem- 
bers of the family or to go at large disseminating 
the disease in the community. This obviously is a 
one-sided point of view and virtually neglects the 
more important phase of the tuberculosis prob- 
lem. The control of the bacilli carriers is of greater 
medical and economic advantage than the mere 
restoration to health of the early sufferers from the 
disease. 

- It is patent that two forms of remedial measures 
are necessary: First, those which will procure 
the protection of the community from the most 
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dangerous types of tuberculosis patients, and 
second, those agencies which will restore to health 
the patients recently afflicted with the infection. 
Local hospitals have a large field of endeavor and 
their influence should be felt throughout all counties 
with a view to establishing the value of local hospi- 
tals in the general campaign for communal health. 


“THE MODERN HOSPITAL.” 

The general increase of interest in hospital facili- 
ties is manifest throughout the country. Slowly 
there has been recognized a need for a journal that 
would adequately discuss: hospital problems. It is 
a pleasure to record that such a journal has made 
its appearance in The Modern Hospital. The in- 
itial issue indicates a broad humanitarian vision and 
: recognition of the wide scope of hospital prob- 
ems. 

The hospital possesses a potential influence upon 
society, which has scarcely been recognized. The 
numerous agencies for civic welfare, that now cen- 
ter in a modern hospital, give promise of an ex- 
pansion of the hospital system along scientific, 
therapeutic, educational, and social lines that were 
not dreamed of a decade ago. 

The Modern Hospital is a vigorous journalistic 
infant, which under careful fostering will develop 
into a virile maturity, capable of directly and in- 
directly securing the comfort and happiness of 
many thousands of human beings whose welfare 
may come through hospital life. We welcome the 
new journal and wish it strength and power, force 
and vigor. There is a journalistic need to be met 
and its editorial staff is of the broad type that will 
spread itself over the country, radiating rational and 
wise hospital policies. 


Book Reviews 


Anatomy, Descriptive and Applied. By Henry Garay, 
F. R. A new American edition, thoroughly re- 
vised and re-edited by Epwarp ANTHONY SPiITZzKa, 
M. D., Director of the Daniel Baugh Institute of 
Anatomy and Professor of General Anatomy in the 
Jefferson Medical College, Philadelphia. Imperial oc- 
tavo; 1,502 pages 1,225 engravings. New York and 
ou Lea & Fesicer, 1913. Cloth, $6; leather, 

Het. 


Professor Spitzka, who has undertaken the preparation 
of this new edition of “Gray,” collaborated in editing the 
preceding (17th) edition with John Chalmers Da Costa, 
practically re-writing and greatly expanding the section 
on the anatomy of the nervous system, which, in the earlier 
issues, had been the least satisfactory portion. 

The editors (and publishers) of all the editions of the 
masterpiece of the brilliant Henry Gray, have handled it 
with the reverence it deserves. The remarkable original 
illustrations and the equally remarkable descriptions have 
been merely added to. 

In spite of much revision Spitzka has not enlarged the 

work. As compared with the preceding edition (1908) it 
is, indeed, a few pages smaller. 
__A new and useful feature has been introduced in the 
illustrations of bones; blue ink is used to indicate the at- 
tachments of ligaments, to differentiate muscle insertions 
from their origins (in red), and to show epiphyses. 

As previously the anatomical terms that have become 


familiar to English-speaking students are followed in 
parentheses by their equivalents in the Basle nomenclature, 
in Latin. In addition, all the Basle terms now appear in 
the index, italicized. 

The new illustrations are all very useful. Most of them 
are original (Spitzka is himself an artist of ability). 

For the first time, we believe, the sub-title of the work 
has been changed from “descriptive and surgical” to “de- 
scriptive and applied.” This is not only broader but more 
accurate. 

It seems odd that its numerical sequence has not been 
given to this issue. It is merely labelled “a new edition,” 
which is meaningless, since every fresh edition is a new 
one, and confusing, if not quite silly, since there will prob- 
ably be sillier newer new editions. 


The Diseases of Children. By Henry Enos Tytey, 
M. D., Late Professor of Obstetrics, University of 
Louisville; Visiting Physician, Masonic Widows’ and 
Orphans’ Home; Ex-Secretary and Ex-Chairman of 
the Section of Diseases of Children, American Med- 
ical Association. Second edition. Small octavo; 684 
pages; 106 engravings and 3 colored plates. St. Louis: 
C. V. Mossy Company, 1913. Price $5.50. 


This book contains brief accounts of the various diseases 
seen in children. This, the second edition, has been largely 
rewritten so as to bring the subject matter up to date, and 
numerous illustrations have been added. That portion 
dealing with the question of production of a pure cow’s 
milk is especially good and is followed by a description of 
the various artificial foods used in infant feeding. Un- 
fortunately, however, the author has not made it very 
clear what the indications are for the various foods, so 
that the reader is left with rather confused ideas as to the 
conditions in which they are to be used. The author ad- 
heres to the old classification of gastro- intestinal disturb- 
ances and ignores entirely the newer conceptions of meta- 
bolic disturbances. 

The appendix contains much information concerning 
various methods of calculating percentage mixtures, and 
concerning the production of certified milk. 


A Manual of Venereal Diseases. Introduction by 
Srr Atrrep Keocu, K.C.B. Second edition. Revised 
by Major L. W. Harrison, R. A. M. C., Clinical 
Pathologist, Military Hospital, Rochester Row. Small 
octavo; 318 pages. London: Henry TrowpeE, HApDER 
& Stoucuton, 1913. 


The little volume is essentially practical, giving in a 
clear, concise manner what the average practitioner de- 
sires to know about the pathology, symptomatology and 
practical treatment of venereal diseases. Several valuable 
chapters dealing with the serum diagnosis of syphilis have 
been added to this edition and a detailed account of the 
newer treatment with salvarsan is also included. In the 
consideration of gonorrhea there is an unfortunate mea- 
gerness of space devoted to gonorrhea of the female. It 
receives but scant attention. 


Diseases and Injuries of the Eye: A Text-Book for 
Students and Practitioners. By GEORGE 
Sym, M.D., F.R.C.S.E., Ophthalmic Surgeon, Edin- 
burgh: Royal Infirmary; Lecturer on Diseases of the 
Eye in the University of Edinburgh. Octavo; 493 
pages; 25 full-page illustrations, 16 of them in color, 
and 88 figures in the text; also a type test-card. New 
York: THe Macmittan Company, 1913. Price $2.50. 


This is a compact text-book of ophthalmology, present- 
ing a clearly written account of diseases and injuries in- 
volving the eye. The various parts of the eye are taken 
up in detail, a chapter being devoted to each. There are 
also chapters on Points in General Diagnosis; Eye Symp- 
toms in Diseases of Other Parts, Points in the Nursing of 
Patients Suffering from Diseases of the Eye, and one on 
Medico-Legal Questions. The last is particularly useful, 
many tests being explained to show how to detect various 
types of malingering. The illustrations are numerous, the 
colored plates being particularly life-like and splendidly 
executed. 
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Skin Diseases in General Practice. By Hatpin Davis, 
M.B., B.Ch., B.A. (Oxon), F.R.C.S., Eng. M.R.C.P., 
Physician in Charge of the Skin Department, Pad- 
dington Green Children’s Hospital; Chief Assistant in 
the Skin Department, St Bartholomew’s Hospital, etc. 
Octavo; 340 pages. London: Henry Frowpe and 
Hopper & SroucHTon, 1913. Price $3.75. 

In this book will be found a well-written account of the 
various skin diseases which the general practitioner is 
likely to encounter. Contrary to the usual arrangement, 
the various diseases are grouped according to the location 
on the body where they are found; -thus lesions affecting 
the extremities are described in one chapter, those affect- 
ing the face in another, etc. This, though not strictly a 
scientific method, helps the physician in identifying a 
lesion he may have seen. The illustrations, always an 
important item in any book on dermatology, are very good, 
though unfortunately but few of them are colored. In 
the text, the clinical features and treatment of the various 
skin lesions are emphasized, pathological data being for 
the greater part omitted. This necessarily gives the book 
a somewhat elementary character. The disorders espe- 
cially found in childhood are particularly well described, 
as for example ring-worm. In general it may be said that 
the book is a distinctly useful one, containing many help- 
ful diagnostic and therapeutic points. 


Etudes Sur Le Sérodiagnostic et Le Traitment de la 
Syphilis. Strategie et Tactique. By Dr. Lereppz, 
Paris. Octavo. 307 pages; illustrated. Paris: A. 
Ma.oine, 1913. Price $2.00. 


This is an exhaustive study of the sero-reaction for 
syphilis, its interpretation, and its practical applications. 
The great value of salvarsan is demonstrated in a group 
of clinical material minutely studied. Leredde makes a 
strong plea for individualization in the treatment of 
syphilis, 


Mechanical Treatment of Abdominal Hernia. By 
Wittiam Burton DeGarmo, M.D., Professor, Special 
Surgery, New York Post-Graduate Medical School 
and Hospital, etc. Octavo; 147 pages; 62 figures and 
numerous illustrations of trusses. Philadelphia and 
London: J. B. Lipprncorr Company. $1.50. 


This book is a reprint of the corresponding chapters in 
the author’s work on Abdominal Hernia, which we re- 
viewed when it appeared. 

Truss-fitting is so meagerly considered by the text- 
books, and so little studied by the profession, that this 
excellent guide serves a very useful purpose. 

On page 30 (reprinted from page 121 in Abdominal 
Hernia) is a reference to a “statuette, a cut of which is 
at the beginning of this chapter.” But “the beginning of 
the chapter” was ampttated in the reprint and the cut does 
not appear. This is the sort of thing that happens when 
republication is undertaken without careful revision. 


Progressive Medicine. A quarterly digest of Advances, 
Discoveries and Improvements in the Medical and 
Surgical Sciences. Edited by Hopart Amory Hare, 
M.D., Professor of Therapeutics and Materia Medica 
in the Jefferson Medical College; assisted by Lrtcu- 
ToN F, AppLteEMAN, M.D., Instructor in Therapeutics, 
Jefferson Medical College. September 1, 1913. Phila- 
delphia and New York: Lea anp Lesicer. Price, 
$6.00 per annum. 


This, the third volume of the series for 1913, contains 
analyses of the progress made in our knowledge of dis- 
eases of the thorax and its viscera of dermatology, syph- 
ilis, obstetrics, and of affections of the nervous system. 
Discussion of advances made in physical diagnosis and in 
the treatment of tuberculosis makes up a major part of 
Ewart’s contribution. The thorax, dermatology and 
syphilis are covered by Gottheil, and the more interesting 
paragraphs are illustrated by beautiful photographs. The 
physiology and the diagnosis of pregnancy are perhaps 
the most interesting parts of Davis’ article on obstetrics. 
Spiller’s contribution, the diseases of the nervous system, 
makes no attempt to cover the entire field, but critically 
analyses many of the important new studies. 


Blood Pressure in General Practice. By Perrcivar 
NicHotson, M.D. Duodecimo; 157 pages; 7 illustra- 
tions. Philadelphia and London: B. Lippincott 
Company, 1913, 


The author describes most of the sphygmomanometers 
in use and their methods of employment. He prefers 
sphygmomanometers of the mercury type and recommends 
the auscultatory method as by far the most valuable, be- 
cause it enables us to determine the diastolic pressure. 
The author believes that the determination of the dias- 
tolic pressure is more important than the systolic. The 
clinical value of the determination of the blood pressure 
in various diseases is fully set forth. The chapter on 
treatment of hypertension is disappointing. It is a mere 
compilation of the views of various authorities, the author 
modestly setting himself in the background. No mention 
is made of the great value of digitalis in certain cases of 
hypertension. 


Its Varieties, their Nature, Recognition 
and Treatment. A Theoretical and Practical Treatise 
for Students and Practitioners. By Dr. Siegmund 
Auerbach, Chief of the Polyclinic for Nervous Dis- 
eases in Frankfurt A/M. Translated by Ernest 
Piayrair,: M.B., M.R.C.P. Duodecimo; 208 pages. 
London: Henry Frowpe, Oxford University Press, 
and Hopper & StroucutTon. 1913. 


Headaches are divided by the author into three different 
groups: the independent forms, in which he includes mi- 
graine, neurasthenic headaches and the nodular headache; 
those associated with diseases of individual organs; and 
combinations of different forms of headache. The cause 
of migraine is not known. Auerbach pays no heed to the 
contention of Gould that many, if not all, attacks of mi- 
graine are due to errors of refraction. The nodular head- 
ache is described fully and seems to be more prevalent in 
Germany than it is in this country. In the treatment of 
the various forms of headache, Auerbach recommends 
conventional measures. In the nodular forms, he places 
the main reliance upon massage. Much space is devoted 
to pathogenesis, which is of highly speculative character, 
and of little interest to the average practitioner. 


Headache. 


VALENTINE Mit- 
Duodecimo ; 
1913. 


The Doctor in Court. By Epwin 
CHELL, Li. B. of the Massachusetts Bar. 
150 pages. New York: ResMAN CoMPANy, 
Price $1.00. 


A general knowledge of the relationship of the law, to 
medicine and of the legal responsibility of the physician 
is of the greatest importance to the practitioner. “The 
Doctor in Court” is a very excellent exposition of the 
various laws and decisions. The book is well-written and 
the subject matter is treated in such a manner as to make 
is very interesting reading. The titles of the chapters will 
give a good idea to the scope of the work: Professional 
Evidence; The Contract of the Profession; Civil Responsi- 
bility of the Profession; Remuneration; Confidential 
Communications; The Criminal Responsibility of the Pro- 
fession; Qualifications. 

Throughout the book the case references are given, sO 
that the reader can easily find them should he wish to go 
into the subjects more carefully. 

This book may be most highly recommended as a con- 
cise, clear exposition of what the average physician 
should know of the laws related to medical practice. 


The Narcotic Drug Diseases and Allied Ailments. 
Pathology, Pathogenesis and Treatment. By GrorGE 
E. Petrey, M.D., Memphis, Tenn. Octavo; 516 pages; 
illustrated. Philadelphia: F. A. Davis Co., 1913. 


$5.00, net. 


This is decidedly the best American book on the subject. 
It is clearly the result of painstaking observation and 
sound reasoning. Pettey has broken away from old falla- 
cies and presents many new aspects of drug diseases. He 
regards these not as habits, nor vices, nor mental disturb- 
ances, but as distinctly medical conditions, presenting cer- 
tain physiological problems, and usually curable. 
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The Use of Radium in Malignant Diseases. Rosert 


Axse, New York. Lancet, August 23, 1913. 


Abbe’s address before the International Medical Con- 
gress conveys much hope in regard to the cure of cancer 
by radium, He reports many cures of cancers of all varie- 
ties and in various situations. In conclusion there has 
been established: 1. An undoubted retrograde degeneration 
of malignant cells under correct dosage of gamma radia- 
tion. 2. Effective use of radium lies in the application of 
a large enough quantity to avoid the stimulating action of 
little doses at short range. 3. The utilization of gamma 
radiation with its deep penetration can be made by the re- 
moval of alpha and short beta rays by filtration through 
lead. 4. Such filtration requires many times as long for a 
sufficient amount of gamma rays to act, as when other 
rays are eliminated by what may be called “distance filtra- 
tion.” One or two inches or four centimeters seems in 
practice to exclude most of these and gives free and instant 
play of the entire gamma range without delay or passage 
through lead. 5. Cross firing of several specimens simul- 
taneously or of one large specimen moved successively to 
several near-by places is necessary for the best work. 
6. Normal tissue resists many times as large doses of 
gamma rays as are required to check and dissipate morbid 
growths, as shown in the larynx. 


Experiences in the Treatment of Malignant Tumors 
by Radium and Mesothorium. O.. SCHINDLER, 
Mey Wiener Klinische Wochenschrift, September 


Schindler treated 25 cases of cutaneous epithelioma, 18 
of which he could follow. Of these, 13 were cured and 
thus far have had no recurrences. In three recurrent 
cases, continued treatment by radium brought cure. Three 
cases of epithelioma were also cured. The periods of cure 
were three and one-half years, four months, and three 
months respectively. One case of epithelioma of the lip 
was cured. Schindler gives the technic of application and 
dosage in detail, which in the main is that of Wickham 
and Degrais. The clinical and healing phenomena are 
also dealt with at length. 


Favorable Action of Radium Upon a Soft Cancer of 
‘the Vagina. Pror. Miinchener Medi- 
zinische Wochenschrift. 1913. No. 25. 


The growth consisted of a cauliflower tumor the size of 
a hen’s egg, soft in consistency and located at the upper 
third of the vagina. i 
it. The radium carrier was surrounded by a lead cap- 
sule of 2% mm. thickness and was introduced into the 
vagina. After the third application there was noticed a 
marked reaction. Within 7 weeks the growth had prac- 
tically melted away. The cervical os was now to be seen; 
upon its anterior lip was a shallow, soft ulcer. The rad- 
ical extirpation of the uterus then became a simple pro- 
cedure. The‘sectioned uterus still revealed the presence 
of numerous cancer cell-nests in the anterior and posterior 
cervix walls; the microscopic changes induced were simi- 
lar to those found by Déderlein and Bumm in the case of 
mesothorium, viz., vacuolization, fragmentation of the nu- 
cleus and ultimately a dissolution of the now necrotic cell- 
masses. 


Massage of the Pregnant Uterus. 
Schwangeren Uterus.) A. 
GynGakologie, July 12, 1913. 

The case is reported of the induction of abortion by a 
quack, by means of vibratory massage. The hand is in- 
troduced into the vagina, lifting the uterus forward while 
the abdomen and incidentally the uterus are massaged. 

This repeated several days resulted in the miscarriage of 

a two months’ pregnancy. Sippel warns against such ma- 

nipulation of a gravid uterus and wishes to gainsay the 


(Die Massage des 
SipreL, Zentralblatt fiir 


The cervical os was concealed behind . 


recommendation of Hoffa who advocates the massage of 
a gravid uterus in the face of threatening abortion. 


The Elastic Area in the Isthmus of the Uterus as a 
Positive and Early Sign of Uterine Pregnancy. 
Louis J. LapinsKi1, American Journal of Obstetrics, 
August, 1913. 

Ladinski emphasizes a diagnostic sign for early preg- 
nancy that he had previously published, owing to the con- 
stancy with which this sign appears in early gravidity. 
It consists of a circular area situated in the median line 
of the anterior surface of the body of the uterus, just 
above the junction of body and cervix, that is to say, at 
the isthmus of the uterus, which varies in size according 
to the duration of pregnancy, and offers to the palpating 
finger the distinct sensation of elastic fluctuation. It can 
frequently be made out as early as the fifth week, when 
the area is only the size of a finger-tip; but it can always 
be felt in the sixth week, when it is somewhat larger. As 
pregnancy advances this area increases in size in a crescen- 
tic manner and extends upward toward the fundus until 
the third month of pregnancy, when nearly the entire 
anterior body of the uterus presents a fluctuating, cystic 
feel to the.examining finger. 


Artificial Vaginal and Perineal Dilatation During Labor. 
(Uber Artifizielle Scheidendamm Dehnung Intra- 
partum.) Dr. RupotpH in Macpesurc, Zentralblatt 
fiir Gynékologie, No. 32, 1913. 

In cases of cessation of uterine pains intra-partum, Ru- 
dolph has found the following procedure successful in 
every case. He introduces the middle and index fingers 
into the vagina and stretches the vaginal wall and perineum 
in the direction of the tubera-ischii. After two or three 
times he massages the parts. He waits two minutes for 
uterine pains. If these do not set in, the massage is re- 
sumed till pains do occur. The strength of the massage 
should be increased each time. By means of this pro- 
cedure the author claims to have avoided the use of the 
forceps. 


Fetal Peritoneal Folds and Their Relations to Post- 
natal Chronic and Acute Occlusions of the Intes- 
tine. J. R. Eastman, Indianapolis. Journal of the 
American Medical Association, August 30, 1913. 

Eastman calls attention to the possibility of post-natal 

chronic and acute occlusion of the intestine from the con- 
tinued existence and development of the membranous folds 
existing in the fetus. In the fetus there are often seen 
sheets of broad bands of serous membrane passing over 
the front of the cecum and ascending colon, sometimes 
greatly lessening the caliber of this part of the large in- 
testine. These have been described by Treves and others. 
Other fetal folds suggest by their position and attach- 
has an interesting resemblance to the so-called ileo-pelvic 
band, to which Lane ascribes an important part in the 
ments a causal relationship to gravitations and angulations 
of the terminal ileum. The genitomesenteric fold of Reid 
causation of Lane’s kink. Lane himself does not appar- 
ently regard this relationship or resemblance, and Eastman 
takes issue with him. He says if Lane’s ileo-pelvic band 
is not a persisting Reid’s fold, it is an interesting coinci- 
dence that the fetal structure should be precisely similar 
in its position and attachments to the adult band. Eastman 
also believes that the bloodless fold of Treves not rarely 
persists in the adult and forms the boundary of a precolic 
fossa in which the cecal head and appendix may be tightly 
embraced, and he gives other instances of what he con- 
siders possible persistence of fetal membranes causing 
pathologic conditions. He reports an observation showing 
that extensive pericecal membrane formation may lead to 
complete acute obstruction. The article is fully iMustrated 
and is suggestvie. 


Surgical Aspects of Intestinal Stasis from an Anatomic 
oint of View. J. E. Summers, Omaha. Journal o 

the American Medical Association, August 30, 1913. 
Summers gives his observations in regard to the peri- 
colic membranes and adhesions of Lane, Jackson and 
others and his methods of treatment. While some of 
Lane’s work appears radical, especially in neurasthenic 
cases, he has had an opportunity of observing some of his 
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patients before, during and after operation for the relief 
of the chronic intestinal stasis produced, and has been 
very much impressed with the reality of the subject: In 
his experience, with .better opportunities for observations 
by longer incisions, he has come to the conclusion that 
membranes of the pericolic type of Jackson may be found 
in every abdomen, if not on the right side, in the lower 
left quadrant. It is the rule rather than the exception 
that when they produce symptoms it is in adults and not 
in children. They appear often after fifty years of age, 
and they should be regarded, he thinks, as purposive and 
not offensive. They may produce angulations of the 
bowel early with all their consequences. These are con- 
enital deformities. When the symptoms cannot be re- 
ieved otherwise, the case has become surgical. He be- 
lieves Lane’s ileosigmoidostomy. will sometimes fail if a 
catarrh of the muco-membranous type is present unless 
there is added a fistula type in the cecum for long-con- 
tinued irrigation of the colon. He has advised the opera- 
tion of Monoprofet in exclusion of the colon, but thinks 
it could be improved if instead of dividing the lower 
ileum it be approximated to the sigmoid and two anas- 
tomosis openings made; between these openings the ileum 
should be occluded by a purse-string suture and both limbs 
fastened to the sigmoid so as to close any opening that 
might permit a loop of intestine to become strangulated. 
Where the cecum and sigmoid are sufficiently mobile, 
their anastomosis seems a practical solution and a rela- 
tively mild procedure. Removal of the colon is too hazard- 
ous if other methods can be carried out. With a large 
and mobile cecum, with flabby walls and incapable of 
emptying itself properly, the condition can be corrected 
by a plication operation, suppofting the cecum or not as 
indicated. Coffey’s technic for common ptoses of the 
transverse colon is suitable. As a rule, most congenital 
membranes of the pericolic type are best released at their 
loosest line of attachment by passing some blunt instru- 
ment under the membrane along this line and dividing it. 
In other cases, where greater mobility seems desirable, the 
compressed intestine should be rotated toward the middle 
of the abdomen until a white line is observed, which is 
the attachment of the pericolic membrane to the parietal 
eritoneum. Division should then be made along this 
ine. The following questions are suggested for discus- 
sion: 1. If the Jonnesco-Jackson-Reid membranes are 
congenital, are they always more or less clearly demon- 
strable in every individual, should the incision admit? 
2. Are the membranes purposive? If so, are they not in- 
tended by nature as ligamentary supports—preventive of 
intestinal stasis rather than causative? 3. Therefore, they 
should’ be divided only after they have become restrictive 
of function, from loss of nervous and muscular tone re- 
sulting from chronic intestinal toxemia. 4. Is the method 
of demonstrating the white line always reliable? If so, 
does .not this in itself prove the congenital origin of the 
membrane and its physiologic importance? 


Operative Treatment of Cancer of the Stomach. 
W. J. Mayo, Rochester. Journal of the American 
Medical Association, August 23, 1913. 


Gastric cancer cannot often be diagnosed early enough 
to obtain a radical cure by operation, but a diagnosis of 
a surgical condition can be made in time to permit opera- 
tive interference in more than one-third of the cases (378 
out of 1,000). The most important signs are tumor, ob- 
struction, if shown only by food remnants, and the evi- 
dence of the Roentgen ray. A combination of the tumor 
and obstruction is nearly pathognomonic in a case other- 
wise suspicious. “Cancers of the body and fundus of the 
stomach occur in 25 per cent of all cases. When located 
at the cardia these growths produce early obstruction, but 
are not as yet surgically removable. In the body of the 
stomach few can be diagnosticated sufficiently early to 
permit operation because they are situated behind the 
margins of the ribs, where a tumor cannot be palpated 
until a late stage, and, because of the wide gastric lumen, 
obstruction is a late development.” The comparison of 
the records of 1,000 cases of gastric and duodenal ulcer 
operated on within the last six years with a like number 
of cancer cases bore out the. accepted hypothesis that low 
acidity and especially the low HCl constant is indicative 


of gastric cancer. ‘Cancerous stomachs always contained 
some acid, though the free hydrochloric was often absent. 
Occult blood in the stools is the rule, but its value as a 
positive sign is not great. ~The gastroscope has not been 
yet perfected for practical work. History of previous 
gastric disorders was obtained in most cases. Every opera- 
tion for gastric cancer should begin as an exdlintiion. 
“Under present conditions the patient who is submitted 
to exploration with a probable diagnosis of cancer of the 
stomach has a little over one chance in three of a radical 
operation, a little less than one chance in three of a palli- 
ative operation and about one chance in three that the 
operation will be merely an exploration.” The exploratory 
operation is not free from danger if the disease is ad- 
vanced. The Mayos have had six deaths in 376 purely ex- 
ploratory incisions, which, however, could not themselves 
be blamed. It is their custom to make first a small in- 
cision admitting two fingers, which can at once be closed 
if, as in a certain proportion of cases, it shows operation 
to be inadvisable or useless. In many cases, however, this 
is inadequate for a thorough exploration. Mayo describes 
their methods of meeting the different conditions that 
may be encountered and their results and sums up as 
follows: “It may be said that with our. present means 
of diagnosis, cancer of the pyloric end of the stomach 
can be recognized sufficiently early to perform a radical 
operation in at least half the cases. The mortality is about 
10 per cent, depending largely on the class of cases ac- 
cepted for operation. If an early diagnosis has been made 
and the patient is in good condition the mortality will be 
less than 5 per cent. There is a prospect of a five-year 
cure in about 25 per cent, and of a three-year cure in 38 
percent in the case of those who recover from the opera- 
tion. Comparatively few patients who recover following 
resection fail to get more than one year of relief.” 


What Can be Done in Cancer With Roentgen Rays. 
W. A. Pussy, Chicago. Journal of the American Med- 
ical Association, August 23, 1913, 

The loss of faith in the Roentgen ray in the treatment 
of cancer by the profession is considered unfortunate by 
Pusey. He says the most cursory observation leaves no 
doubt that the x-ray can destroy carcinoma on the surface 
of the body. This is done most readily, perhaps, in rodent 
ulcer, but it is possible also in typical squamous-cell epi- 
thelioma. This has been denied, but in refutation of the 
denial he publishes and illustrates several cases, and says 
he could offer scores of similar ones. He says that almost 
without reservation any epithelioma that has not metastases 
and which has not deeply involved the subcutaneous tissue 
can be converted into healthy scar tissue by the -+-rays. 
The superficial extent is to be considered, of course, but 
the most extensive epithelioma that he has seen has been 
thus symptomatically cured. Where there is deep involve- 
ment, as in epitheliomas invading the orbit or the bones 
of the fact, the x-rays may fail, but he has seen unexpected 
results in these cases. Where there are metastases in the 
neighboring lymph-nodes we also sometimes have success. 
Some of his cases have gone as long a time as ten years 
without a sign of recurrence, and he does not hesitate to 
say that now, as some years ago, wherever one is able to 
get a satisfactory scar one may count on permanent result. 
He has also much evidence to show good effects of the 
rays on cancer of the deeper tissues and publishes cases. 
Sarcoma tumors, as a rule, yield to x-rays more rapidly 
than carcinoma, but on account of their more rapid dis- 
semination, radical benefit is less frequent. He believes 
also in their prophylactic use after operations on localized 
cancer near the surface of the body. He specifies these 
because local experience has shown that in cases where 
the disease is widely disseminated and in cancers in the 
deep cavities of the body, the x-rays are practically of 
no value. 


Report of an Autopsy on a Case in Which Both of the 
Rectus Muscles Were Cut Transversely. SR 
Maxetner, Minneapolis. The Journal-Lancet, July 1, 
1913. 


Maxeiner briefly reports an autopsy on a case in which 
the removal of a pregnant fibroid uterus necessitated 
transverse division of both recti. Two weeks after opera- 


. . 


One 


~ 


Vor. XXVII, No. 11. 


PROGRESS IN SURGERY. 


OURNAL OF SURGERY. 
J AMERICAN : 439 


tion the peritoneum at the site of incision had completely 
healed over, leaving scarcely a scar. The overlapping of 
the anterior sheaths of the aponeurosis formed an espe- 
cially strong support, and approximated the cut edges of 
the muscle fibres so well that although the muscle itself 
was not separately sutured, union was perfect. A tube 
introduced in the upper flap through a stab wound, per- 
mitted primary healing of the whole incision, thus con- 
tributing to strengthening the abdominal wall. The pa- 
tient died of pulmonary embolus. 


Concerning the Treatment of Recent Wounds and 
Severe Burns. (Ueber die Behandlung frischer 
Wunden und Schwerer Verbrennungen.) GEORGE 
Scu6ne, Greifswald. Medizinische Klinik, June 29, 
1913. 


Among other methods Schéne advocates treating severe 
burns by radical disinfection as follows: The patient is 
given an anesthetic and the burned area is thoroughly 
scrubbed with soap and water. After this it is cleansed 
with pure alcohol and an aseptic gauze dressing is applied. 
This dressing is left in place for several weeks, only the 
superficial dressings being changed. After a time the 
dressing next to the burned area will fall off by itself and 
the epithelium will be found in good condition. The au- 
thor highly recommends this procedure, but warns against 
increasing the shock by too vigorous scrubbing of the raw 
areas. 


Epididymotomy, the Radical Operative Treatment of 
Epididymitis. L. S. Ecxers, McKinley, Me. Jour- 
nal of the American Medical Association, August 16, 
1913. 


Eckels speaks very highly of the advantages of excision 
and opening of the epididymis in cases of acute epididy- 
mitis. Even in a mild attack the operation is expedient 
to prevent the formation of pus. The operation, a modi- 
fication of that of Hagner, is comparatively simple. A 
two to four inch incision is made over the most prominent 
portion of the swelling, the testis is delivered and wrapped 
in warm cloths moistened in sterile saline solution and the 
inflamed portion of the epididymis is punctured in several 
places to relieve tension and determine the existence of 
pus. If pus is found it is evacuated by an incision and a 
short drain of silkworm-gut inserted. The tests is then 
replaced, the subcutaneous tissues united by one or two 
small catgut sutures and the wound closed with silkworm- 
gut. If no pus focus is found, drainage is omitted. The 
immediate results in acute cases are astonishing. The pain 
ceases, the swelling subsides and the patient is comfortable 
from the time he comes out of the anesthetic. The re- 
mote results are equally remarkable when it is consid- 
ered that no relapses occur, and he thinks it should be 
the treatment of choice in all cases, however caused. 


Roentgenoscopy of the Liver and Biliary Passages, 
With Special Reference to Gall Stones. James T 
Cass, Battle Creek, Mich. Journal of the American 
Medical Association, September 20, 1913. 


It has been considered for a number of years that gall 
stones are not readily detectable by the ray. This belief 
is based on the fact that the principle constituent of gall 
stones is cholesterin and the rarity with which they have 
been detected as compared with the frequency of stones 
in the kidney or bladder, in spite of their known fre- 
quency, has confirmed this belief with many. In spite of 
this, Case has demonstrated gall stones in almost 5 per 
cent of a thousand patients referred for gastrointestinal 
disorders, and he thinks that they can be demonstrated 
by this means in 40 or 50 per cent of cases. Roentgeno- 
graphic technic of to-day is greatly advanced, especially 
with reference to soft tissue details, and this is specially 
noticeable when intensifying screens are used. During 
a bismuth meal examination the plate is usually anterior 
to the body and the tube behind, thus bringing the gall 
stones nearer and increasing the probability of their 
shadow being recognized. One of the chief reasons for 
the more frequent discovery of gall stones is the fact that 
it has been considered distinctly worth while to look for 
them and plates of the hepatic region are more closely 
scrutinized. Recent investigations have shown that it is 
tare to find stones of pure cholesterin, and that calcium 


salts or bile pigment are almost always present. Sus- 
picious shadows must be identified by various maneuvers, 
comparing their size on the plates made from different 
directions, etc. He points out the means of identifying 
gall stones and mentions certain roentgen-ray findings in 
connection with the bismuth meal which may help to 
diagnose gall bladder disease with or without stones, viz.: 
Hepato-fixation of the stomach, the pyloric region bein 

drawn to the right and upward, a definitely tender spot o 

pain on pressure localized to the outer side of the shadow 
of the duodenum, the presence of Riedel’s lobe of the liver 
when demonstrable following gas distension of the stom- 
ach and colon, the hepatic flexion of the colon occupying 
an unusually high position, and shortening of the emptying 
time of the stomach following a bismuth meal. In a num- 
ber of cases he has observed a spastic manifestation in 
the stomach, sometimes with spastic indrawing on the 
greater curvature high up near the cardia, and at other 
times a complete spasm of the pylorus, as an associated 
sign of gall bladder disease. In a very few cases a very 
abnormal disposition of the sigmoid flexure of the colon 
has led to a diagnosis of gall bladder disease. The article 
is illustrated. 


A Simple Aid in the Reposition of Prolapsed Herniae 
in Children. (Ein Einfaches Hilfsmittel bei der 
Reposition Ausgetragener Hernien der Siéuglinge.) 
Apotr NuspauM, Miinchener Medizinischer Wochen- 
schrift, No. 26, 1913. 


The child is placed in moderate Trendelenburg posture, 
and firmly held by an assistant. The surgeon blows in the 
face of the infant sharply and repeatedly, causing it to 
take shallow, jerky breaths. In this process the ring is 
relaxed, intra-abdominal pressure is released, and then it 
becomes easily possible to reduce the prolapsed gut, etc., 
into the abdomen. An adhesive plaster dressing with - 
pressure retains the hernia within the abdominal cavity. 


On the Use of Pituitary Extracts in Obstetrics. 
F. C. Harrison, Toronto, Archives of Internal Medi- 
cine, September 15, 1913. 


Pituitary extract is of great value in cases of weak- 
ness in uterine movements after the soft parts are well 
dilated. Failure in these cases is rare, probably less than 
1 per cent. The later in labor, but before delivery, the 
more striking the effect. The danger to the child and 
mother is very slight. As an addition to some mechanical 
method, e. g., the Champetier de Ribes bag, it is of great 
value in bringing on premature labor or abortion. In the 
former case, it may be sufficient in itself, but there is some 
risk of tetanus of the cervix, or of the uterus, especially 
when repeated injections are required. For delivery of the 
placenta its use is accompanied by the dangers of tetanus 
uteri and retention. In post-partum hemorrhage a con- 
siderable percentage of failures may be expected. 


Clinical Studies on the Curative Action of Leucocyte 
Extracts in Infective Processes. P. H. Hiss and 
a sd New York. Medical Record, September 


In this paper, the authors’ limit their observations to 
erysipelas. Thus far 148 patients have been treated. They 
believe the injection of leucocyte extract affects the course 
of the disease profoundly. The general symptoms are 
ameliorated within a few hours after the injection, the 
temperature drops by crisis within 48 hours, as a rule; 
and the local manifestations perceptibly improve. The 
duration of the disease is cut two-thirds. They submit the 
conclusions of Dr. A. V. Lambert, whose experience with 
this method of treatment is large: 

Leucocyte extract will abort infections which are treated 
with the extract within the first forty-eight hours. 

It will ameliorate the course of older infections and 
may abruptly terminate them; the longer the infection has 
existed the less likely is the latter to take place, but it 
tends to shorten the course of the disease. 

The toxic symptoms, delirium, headache, nausea, and 
vomiting are modified and relieved; local pain is lessened. 

The rash does not disappear immediately but is apt to 
be localized. 
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The spreading intractable lesions of the back and body 
are apparently affected as readily as those occurring on 
the face and head. 

Pus formation is aborted and -sequele are rare, if they 
occur at all. About 50 per cent. of babies under one year 
of age have recovered from the erysipelas. 


Arteriovenous Anastomosis for Beginning Gangrene. 
(Ueber Arteriovendse Anastomose bei Beginnender 
Gangran.) Goopman, New York. Wiener Klin- 
ische Wochenschrift, September 4, 1913. 


Goodman reports his observations on 15 cases of begin- 
ning gangrene, due to angiosclerosis, in which he made an 
anastomosis between the femoral artery and vein. An 
end-to-end anastomosis by the Carrel technic is the method 
of choice. Improvement in all cases was noted soon after 
the operation, as evidenced by: 1. Improvement in color. 
2. Freedom from pain. 3. Increase of warmth in the 
affected parts. 4. Filling of the superficial veins. 5. Pul- 
sation in the veins below the anastomosis. 6. Return to 
normal condition of the affected parts. In six cases, the 
gangrene was cured. In the remainder, subsequent ampu- 
tation became necessary. There was one death. The 
earlier the operation is done the better the prospect of 
cure. 


The Diagnosis of Tuberculosis of the Kidney. F. E. 
NE and J. L. Larrp, Philadelphia. American 
Journal of Medical Sciences, September, 1913. 


1. The kidney is the primary site of disease in tubercu- 
losis of the female urinary tract; as a rule the infection 
originates from a focus in some other organ and gains 
entrance to the kidney by way of the blood stream. 

2. The pathology varies greatly in kind as well as in 
degree, but a definite type usually predominates, altering 
both the pathological and clinical pictures. 

3. Subjective symptoms referable to the kidney disease 
are by no means characteristic; they are often entirely 
lacking, may be expressed by a dull, aching sensation in 
the lumbar region or ‘by attacks of colic resembling 
calculus. 

4. The most prominent symptoms are those referable to 
deranged bladder function; starting with painless polyuria, 
all degrees of dysuria are met, including the most intense 
stranguary and even incontinence. These symptoms may 
be decidedly intermittent in their severity, with intervals 
of comparative comfort. A cystitis which does not readily 
yield to the usual appropriate measures should arouse the 
suspicion of renal tuberculosis. 

5. Some degree of pyuria is the rule; hematuria the 
exception. Intermittent pyuria suggests tuberculosis of the 
kidney. Pyuria without demonstrable bacteria by smear 
or culture in a catheterized specimen is likewise suggest- 
ive. Albumjnuria is usually present, but small in amount 
compared to the degree of renal involvement. 

6. In the absence of mixed infection the temperature is 
normal or shows only a slight evening elevation; irregular 
fever with chills and sweats is evidence of a mixed infec- 
tion or a more generally disseminated tuberculous process. 

7. The palpatory findings are dependent <M the type 
and extent of the pathological changes. While enlarge- 
ment of the diseased kidney is usually manifest, it is im- 
portant to remember that compensatory hypertrophy of 
the kidney may be given erroneous conclusions in deter- 
mining the diseased organ. Thickening of the vaginal 
portion of the ureter is of value in diagnosis, but by no 
means characteristic of tuberculous infection. 

8. The tuberculin reaction is of doubtful value; the sub- 
cutaneous injection should be employed and its results are 
significant only in the presence of increased kidney or 
bladder symptoms. 

9, By far the most important agent in determining the 
diagnosis is the cystoscope, which in the majority of cases 
shows a picture so characteristic that the nature of the 
infection is at once recognized. Only by its use can we 
decide the extent of disease as well as the condition of the 
opposite kidney as regards both its anatomical and func- 
tional integrity. 

10. The diagnosis of renal tuberculosis should be made 


in every suspected case by the combined clinical and labo- 
ratory examination. 

11. The Bloch method of inoculation of guinea-pigs 
should be used, because it is equal in reliability to the 
older method, and the diagnosis may be made in at least 
77.3 per cent of cases in ten days compared to six weeks 
by the subcutaneous or intraperitoneal methods, which 
should also be used as controls. 

12. A positive laboratory result by either method deter- 
mines the diagnosis of tuberculosis of the genito-urinary 
tract; of renal tuberculosis in the female, the exact focus 
in the male to be determined by additional clinical and 
laboratory means. 

13. A single negative laboratory result, rezardless of 
thoroughness of examination, does not determine an abso- 
lute negative diagnosis of renal tuberculosis, as the mani- 
festation of this disease is essentially intermittent. Nega- 
tive results obtained in three successive weekly examina- 
tions should, however, bear considerable weight in the 
diagnosis. 


Essential Hematuria. W. P. Braascu, Rochester, 
Minn. Journal American Medical Association, Sep- 
tember 20, 1913. 


Defining essential hematuria as a type unexplained by 
any of the sa saggy 5 established renal conditions causing 
hemorrhagic urine, Braasch gives an analysis of the cases 
observed at the Mayo clinic up to June 1, 1913, for which 
no clinical evidence of renal insufficiency, organic change 
of the renal parenchyma, or of renal infection was ob- 
served. Twenty-six of the patients in which this clinical 
diagnosis was made, were operated on and fifty-one not 
operated on. Three-quarters of them were males in ac- 
cordance with the general incidence of renal infection, and 
only sixteen of the seventy-seven were under 40 years of 
age. The symptoms are described in detail. Pain was 
severe in only five cases and then was evidently due to 
blood clots clogging the ureter. In 61 per cent of the 
operated cases the duration of symptoms was over a year, 
in 38 per cent over five years, and in 19 per cent fifteen 
years or more. In the unoperated cases the hematuria 
was of shorter duration. Evidence of central nervous le- 
sion or marked neurosis was absent in all. The roent- 
genographs showed nothing abnormal. The diagnosis of 
the various conditions which might cause bloody urine is 
discussed in detail. The surgical results were fairly bril- 
liant. Eight patients reported recovery following a 
nephrotomy operation. Nephrotomy is not regarded as a 
certain method of cure, but nephrectomy gave compara- 
tively excellent results; fourteen of the sixteen cases re- 
porting themselves in excellent health more than two years 
after operation. It would seem, he thinks, advisable as a 
rule to treat essential hematuria conservatively and ex- 
haust every means of diagnosis before exploration is 
undertaken. This is justifiable, however, when one or two 
spells of hematuria have occurred, and is indicated if the 
patient has become incapacitated or a neoplasm is sus- 
pected. Their experience does not support the nephritic 
etiology of the condition. Whatever the cause may be, 
hematuria apparently does not tend to shorten life, at least 
to any great extent. An occasional moderate hematuria 
without other symptoms recurring after non-operative 
treatment by catheterization er any of the methods of 
renal pelvic irritation should not necessarily require any 
active treatment. 


Radium Therapy of Cancer. (Zur Radium Therapie 
Des Krebses.) W.ULatzxo and H. Vienna. 
Wiener Klinische Wochenschrift, September 25, 1913. 


The authors report seven cases of cancer (five uterine, 
one ovarian, one colonic) which were treated by meso- 
thorium. Of these, three (all uterine) were apparently 
cured, as proven by microscopic section from the diseased 
area. The authors do not commit themselves to the belief 
that these cases will remain cured, as the period of obser- 
vation is too short; but they believe that radium is the 
most powerful weapon thus far discovered for the cure 
of cancer. Many questions remain as yet to be decided; 
for instance, the proper dosage, when treatment should 
cease, how it is to be applied, etc. 


